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The clerk read the data protection statement. The meeting was being held remotely and
would be made available as a webcast via the Council’'s website in order to allow the
public access to the democratic process in East Lothian. East Lothian Council and NHS
Lothian were data controllers under the Data Protection Act 2018. Data collected as part
of the recording would be retained in accordance with the Council’'s and NHS Lothian’s
policies on record retention, and the webcast of the meeting would be publicly available
for up to five years.

The clerk confirmed the attendance of Committee members by roll call.

The Chair formally welcomed observers from the NHS’ Talent Management Programme,
as well as members of the public joining the meeting.

1. MINUTES FOR APPROVAL: EAST LOTHIAN IJB ON 18 DECEMBER 2025

The minutes of the IJB meeting on 18 December were approved, subject to an
amendment on page 5, paragraph 2, to state that ‘social work and social care have a
vital role in helping to address the impact of poverty...".

2, MATTERS ARISING FROM THE MINUTES OF THE MEETING ON 18
DECEMBER AND ROLLING ACTIONS LOG

From the previous minutes, the following matters were raised:

Entitlement to breaks for carers: Laura Kerr advised that officers were carefully
following updates and were engaged in consultation; further guidance was awaited, and
officers would report back as soon as possible. Councillor Akhtar added that she had
raised the importance of breaks for carers being adequately funded at the Convention of
Scottish Local Authorities (CoSLA) Health and Social Care Board.

Presentation of the 2024/25 Chief Social Work Officer’s report: Lindsey Byrne
advised that the report would be presented to the 1JB on 26 March, and this would bring
reporting back in line with the normal cycle.

The Chair noted that a number of topics from the action log had been accommodated
within the programme of IJB development sessions. The |JB agreed all actions
recommended for closure. In addition, documents had been circulated to IUJB Members
to fulfil actions 18/25 and 19/25.

3. CHAIR’S REPORT

The Chair advised that the position of Service User Representative had been advertised,
but with limited success so far. He advised that Kate Thornback was assisting from an
engagement perspective, and it was hoped that this would lead to interest. Councillor
Akhtar suggested that feedback be sought from Marilyn McNeill to assist with advertising
the role.

The Chair provided an update on IJB voting rights being extended to third sector, service
user, and carer representatives. He advised that it had now been agreed through the
parliamentary process. It would come into effect from September 2026, and the Board
Secretary kept abreast of developments. He reported that a working group had been



convened by the Scottish Government, with representation from the 1JB Chair and Vice
Chairs Network and CoSLA. He suggested that the East Lothian 1JB amend its Terms of
Reference and processes following the Scottish Parliament election period. In response
to a comment from David Binnie, the Chair expressed that the development was
welcomed, but questions remained over how it would be implemented in the best
interests of all involved.

4, FINAL DRAFT OF THE EAST LOTHIAN INTEGRATION JOINT BOARD
STRATEGIC PLAN 2025-2030

A report was submitted by the Chief Officer to present the final version of the East Lothian
Integration Joint Board (IJB) Strategic Plan for 2025-2030 (‘the Plan’) to the I1JB for
approval.

Ms Kerr presented the report. She noted that development of the Annual Delivery Plan
would come in May, and the Annual Performance Report would come in September. She
highlighted the robust process for consultation on the Plan, with the advanced draft
having been taken to the Strategic Planning Group (SPG) and partner organisations.
She reported that the Plan had been welcomed by partners in terms of layout, clarity,
and engagement with communities.

Maureen Allan asked about costings behind the Plan. She questioned how the IJB knew
it would achieve what was needed, and how the budget, if ringfenced, could be used in
the community. She also asked about workforce planning across the partnership, and
about further action planning. Ms Kerr pointed out that the Plan was the overarching
document above many strategies and work plans which addressed matters including
workforce and carers. She acknowledged that some matters were discussed for a long
time, and it could feel as though progress was slow; she felt the 1JB should recognise
what it had achieved, whilst acknowledging that some aspects were difficult to work
through within constant financial challenge and savings programmes. The Annual
Delivery Plan would be developed and stuck to, performance reporting would be
undertaken, and there would be a reactive approach and changes in direction taken as
needed. She advised that costings were not presented as part of the Plan. Fiona Wilson
added that East Lothian had moved into a space where it could proactively take action,
in terms of population health and prevention, to save money later. She summarised that
the IJB would be monitored by its performance on the Plan, but she acknowledged that
the world changed around the Plan.

Councillor Akhtar acknowledged Claire Goodwin’s work on the Plan. She highlighted
examples of strong partnership. She also found the engagement statement very helpful,
and thought it would be useful to account for changes made as a result of that feedback.

Jonathan Blazeby supported the Plan, and felt it was thoughtful, comprehensive, and
had clear objectives and priorities. He discussed the importance of mid-year reviews; he
felt that a mechanism and governance cycle had to be built in for the 1JB, whose
members were collectively responsible for the Plan. The Chair agreed that the 1JB should
use the following period to ensure it fulfilled actions in the Annual Delivery Plan’s metrics
and performance. He also agreed that it must be more visible, particularly to voting
members.

Ms Kerr acknowledged that performance reporting, although in place, did not appear to
be adequate for IJB members. She discussed the sharing of information between the
SPG and IJB, and suggested that [JB performance meetings could cover key
performance indicators (KPIs) and analysis, questions from the IJB, and risk. Councillor



Akhtar suggested that consideration of performance against the Plan be added to the
action log.

Sederunt: Kalonde Kasengele joined the meeting.

After obtaining approval from voting members for the report’'s recommendations, the
Chair commented positively on the Plan. He acknowledged the work undertaken to
produce the Plan, and thanked those who had responded to consultations.

Decision

The |JB agreed to:

i. Approve the final version of the East Lothian |JB Strategic Plan, as presented
at Appendix 1; and

ii. Note that an Annual Delivery Plan (ADP) for 2026/27 was currently under
development and would be presented to the May meeting of the |JB. Progress
on the delivery of the ADP would be reported to subsequent meetings of the
IJB.

5. IJB COMMUNICATIONS AND ENGAGEMENT STRATEGY 2026-2030

A report was submitted by the Chief Officer to present the East Lothian Integration Joint
Board Communications Strategy 2026-2030 (‘the Strategy’) to the IJB for information and
approval to progress to sign off.

Kate Thornback, Equalities and Engagement Officer, spoke to the report, and provided
background information on the Strategy. She advised that the Strategy showed how the
IJB would communicate and engage with people, the values behind it, and commitments
for the future. She highlighted key aspects, such as co-producing with the community,
accessibility, taking a trauma-informed approach, and avoidance of digital exclusion. She
advised that a database of open text responses was being created, so that new
engagement could access existing responses. She also advised that a majority of
suggested amendments had been incorporated into the Strategy.

Committee members asked questions about additional costs associated with the
Strategy, ownership of the Strategy, and avoidance of crossover and consultation
fatigue. Ms Thornback explained that resourcing was roughly the same, but the approach
taken to engage with pre-existing groups of service users would avoid any financial
burden being passed onto the community and would mean communicating in
environments where people already felt comfortable. |IUJB members agreed that branding
should be updated to reflect the 1JB’s ownership of the document. Ms Thornback also
discussed collaboration and alignment with East Lothian Council, and efforts to avoid
confusion by ensuring the same processes were not named differently.

IJB members asked further questions about the IJB’s legal responsibility around
engagement, and what success would look like. Ms Thornback explained that the 1JB
had to be assured that the community had been consulted each time a report was heard,
and that those priorities had been integrated into the work; she offered to pull together a
proposal for how the IJB could measure its performance against those requirements. Mr
Blazeby felt that external evidence could be helpful in reassuring the 1JB, and the Chair
invited Ms Thornback and Jen Jarvis to return with their thoughts on this at a later date.



In response to questions about enhancing the community’s capacity and capability to
respond to consultation, Ms Thornback and Ms Jarvis revisited some of the values of the
Strategy. Councillor Akhtar recounted that she spent much of her time explaining the
bigger picture to people, and felt resources, including a guide to the 1JB, might be of use.
Ms Thornback acknowledged that engagement with the community always led to wider
questions, and people had to be prepared to provide further context. Ms Jarvis and Ms
Thornback offered to send engagement packs to IJB members, and advised that
alternative methods to explain these concepts, such as a videos or graphics, were also
being explored.

The Chair sought agreement from voting members to approve the report’s

recommendations, and the |JB agreed to approve the IJB Communications and

Engagement Strategy 2026-2030 for implementation.

Decision

The IJB agreed to:

i. Read and reflect on the Communications and Engagement Strategy and its

suitability as a strategy on which all communications and engagement for the
IJB and HSCP will be based for the next four years;

ii. Consider the content of the Integrated Impact Assessment; and

iii. Approve the Communications and Engagement Strategy for implementation.

6. IJB RECORDS MANAGEMENT PLAN BI-ANNUAL PROGRESS UPDATE
REVIEW

A report was submitted by the Chief Officer to provide the IJB with a progress update on
the IJB Records Management Plan (RMP) bi-annual review.

Ms Kerr spoke to the report, which fulfilled the statutory requirement to ensure the 1JB
was up to date with records management processes. She noted that some of the actions
from the assessment were held by East Lothian Council, but she was comfortable that
the 1JB was working in line with its RMP.
Decision
The 1JB agreed to:

i. Note the National Records of Scotland Annual Update Review report;

ii. Note the positive conclusion of the Record Management Plan review;

iii. Note actions required by East Lothian Council as governing body of the
Integration Joint Board’s Record Management Plan; and

iv. Note the next review in 2027.



7. Q3 FINANCE UPDATE AND FORECAST FOR 2025/26

A report was submitted by the Chief Finance Officer to provide the IJB with an update on
the year-to-date Q3 and forecast financial position for 2025/26, and set out the next steps
in the budget setting process for 2026/27.

Mr Porteous presented the report. He highlighted underspend and overspend figures,
and highlighted the main drivers as noted within the report. He expanded on the
prescribing position and reminded members of challenges associated with that pressure,
particularly information being received two months behind the date being reported,
fluctuating prices, and changes in drug availability; he gave reassurance about ongoing
work to try to understand and manage this. He had received reassurance that NHS
Lothian would break even at the end of the financial year, and as such, NHS Lothian
would support East Lothian IJB to deliver a balanced financial position for its health
delegated services at the year end. He also highlighted sections in the report relating to
efficiency delivery, and work underway to set a balanced budget for 2026-27. He
discussed actions following receipt of the final funding offer letter from East Lothian
Council, and advised that NHS Lothian’s final financial plan would be reported in early
March, which would inform any gaps on health delegated functions.

IJB members asked questions about how the IJB would manage priorities over the
coming months in the context of tight financial constraints. Mr Porteous highlighted the
efficiencies presented at the development days, invest to save schemes, pharmacy work,
and prevention approach relating to weight management work. He acknowledged the
point about putting in place larger schemes and monitoring and measuring benefits. He
discussed questions around making the transformation from being a hospital-based
service to a more community-based service, and how this would align with the Strategic
Plan. Kalonde Kasengele added that he appreciated the danger of taking money away
from preventive interventions, and noted that investment in prevention saw a return; it
was important that a balance be achieved, and he noted that prevention and intervention
featured significantly in the Strategic Plan.

Sederunt: Liam Kerr left the meeting.
Responding to a further question, Mr Porteous and Ms Wilson discussed progress
against set aside funding, and confirmed all avenues and opportunities across the sector
were being explored.
Councillor Akhtar welcomed earmarked reserves supporting adult social care and the
learning disabilities team; she felt that this was in line with work being done to support
early intervention and prevention.
Decision
The 1JB agreed to:

i. Note the updated Q3 financial position and forecast for 2025/26; and

ii. Note the programme of work underway to deliver a balanced budget for
2026/27.

8. BEST VALUE — ANNUAL COMPLIANCE REVIEW 2024/25

A report was submitted by the Chief Finance Officer to present the IUB’s compliance with
its best value duty under S106 of the Local Government (Scotland) Act 1973.



Mr Porteous spoke to the report. He highlighted a theme across the public sector of a
statutory duty to use resources economically, efficiently, and effectively to deliver value
for money. He highlighted the appendices, which contained seven broad themes under
which the IJB’s compliance with the duty of best value could be assessed. He also
discussed timing of the 2025/26 Best Value — Annual Compliance Review, which he
intended to be heard as early as possible in session 2026/27.

Committee members asked about key messages and any areas where the |JB had been
less compliant. Mr Stainbank advised that, as the following year’s report would be heard
earlier, there could be greater discussion about areas for improvement in compliance.

Councillor Akhtar commented that the report referenced significant partnership and
collaborative working, and Mr Porteous agreed to consider how there could be greater
positive recognition for some of this work.

Members noted and agreed the report’s recommendations.
Decision
The IJB:
i. Noted the Best Value compliance guidance at Appendix 1;

ii. Considered if there were any other matters that impacted the delivery of best
value; and

iii. Agreed that the Best Value Compliance Review for 2024/25 provided
assurance to the IJB that its duty of Best Value was being met.

9. OBESITY MEDICINES SPECIALIST PATHWAY

A report was submitted by the Chief Finance Officer to provide the East Lothian IJB with
an update on the development of a specialist initiation pathway for obesity medicines,
and highlight the resource implications of the proposed implementation.

Mr Porteous spoke to the report initially. He highlighted the arrangements for service
development and hosting, and advised that the drugs being prescribed had been
approved by the Scottish Medicines Consortium. He advised that a short-life working
group had also been set up in Lothian to develop the pathway and related processes for
safe and effective use of the drugs.

Laurie Eyles, Lothian Weight Management Service Lead, provided detailed background
information on the clinical pathway. She advised that the importance of taking a
measured and safe approach had led to the development of a pilot pathway sitting within
the Weight Management Service. The |JB was being asked to approve a modest
increase in the Weight Management Service clinical team to provide dietary and
nutritional support for this specific cohort of patients. Independent pharmacy prescribers
would provide monthly monitoring until the patients had reached a long-term
maintenance dose, following which, patients would continue their ongoing prescription
via their GP through a shared care agreement. She discussed support measures for any
escalation of clinical concerns. She advised that the pilot would be open only to existing
patients, focusing on those who had waited longest for specialist input, and decisions



would be made for scaling up following the pilot. She pointed out benefits of the medicine
in terms of prevention and treatment of long-term conditions.

Mr Porteous discussed the resource implications of the pathway, and noted that the cost
of the drugs would fall to the individual IJB where the patient resided. Offsetting the cost
was being considered, and a bid had been made to Innovate UK to pay for the staffing
costs for the first three years, but the costs had been contained within NHS Lothian’s
financial plan. He then highlighted sections of the report setting out staff and prescribing
costs, pointing out that specialist input would not be required after the first year, and that
drug costs were based on the worst-case scenario. The 1JB would hear a full evaluation
of the clinical input, demand trajectory, and affordability, before any decision was made
on wider implementation.

IJB members commented on the potential benefits to disadvantaged people, population
health, and prevention, and were very supportive of the proposals. Others commented
on the high demand and the very small proportion of the population eligible for treatment.

Officers responded to questions on: resourcing to allow for the project to scaled up; the
implementation of shared care agreements; whether the costs could put the IJB at
financial risk; the purpose of the pilot; and costs of the project against buying in the
medication, when a significant number of people were already using it and had access
to a professional helpline. Ms Eyles provided detailed answers around: obesity as a
condition of deprivation; the private sector driving inequality in terms of access to the
medication; GP prescribing at six months, and the need to create safe pathways around
that; and the careful approach being taken to avoid being irresponsible with funding,
rather than concerns over safety of the medicines. She also touched on: why it would not
be more cost effective just to buy in the medication, and the need to avoid fragmenting
care, but instead manage conditions holistically. She advised that the Innovate UK bid
was only for staffing costs, so medication spend still had to be carefully controlled. Mr
Porteous added comments about options for GPs to have a local enhanced service,
which would incur a cost and involve the Scottish Government. He also referenced the
need to explore potential benefits in terms of reduction in treatment for conditions
exacerbated by obesity to understand the full impact of the proposals.

Some |JB members raised concerns about the costs of the service, while others were
concerned about: the relatively low number of people who would benefit from the
medication on the NHS; the two-tier health system created; and people accessing
medicine privately that they perhaps could not afford. Comments were also made about
why more was not being done and faster, particularly when there were also wider benefits
to mental as well as physical health.

Concerns were also raised about the lack of funding for these medicines, and money
being spent on this preventive work being taken away from other important work. The
Chair pointed out that a pan-Lothian approach to this messaging would make for a
stronger response to the Scottish Government on this matter. Ms Eyles offered to take
these concerns back to the Diet and Healthy Weight Team within the Scottish
Government; although she noted other complexities around the matter, she said that
feedback would be useful from 1JBs and Health Boards.

Mr Binnie commented, from personal experience, on the transformational effects of the
drug.

Members agreed the report’s recommendations.
Decision

The 1JB:



i. Approved the development of the Obesity Medicines Specialist Pathway
service via the Midlothian HSCP-hosted Dietetics Weight Management
service;

ii. Agreed the East Lothian contribution to the staffing investment to support the
new service set out in paragraph 3.11 of the report; and

iii. Acknowledged the potential impact the introduction of the new pathway would
have on the prescribing spend.

10. REAPPOINTMENT OF IJB LEAD VOTING MEMBER

A report was submitted by the Chief Officer to inform the IJB of the reappointment of the
lead voting member representing NHS Lothian.

Decision

The |JB agreed to note the reappointment of Andrew Cogan as lead voting member of
the 1JB for the maximum term of office.

1. EAST LOTHIAN IJB AND AUDIT & RISK COMMITTEE MEETINGS DATES
2026-27

A report was submitted by the Chief Officer to set the dates of East Lothian IJB business
meetings, development sessions, and IJB Audit & Risk Committee meetings during
session 2026-27.

Decision

The IJB agreed to:

i. Approve the dates for IJB business meetings during session 2026-27, as set
out in report Appendix 1;

ii. Approve the dates for IJB development sessions during sessions 2026-27,
as set out in report Appendix 2; and

iii. Approve the dates for IJB Audit & Risk Committee meetings during sessions
2026, as set out in report Appendix 3.

Andrew Cogan
Chair of the East Lothian Integration Joint Board
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EAST LOTHIAN INTEGRATION JOINT BOARD - ROLLING ACTIONS LOG

For Meeting Date: 26 March 2026

Action | Agenda Item Meeting Source & Action Action Owner | Expected Comments
No. Date Completion
Date
01/26 | 4. 1JB Strategic 26 Feb 26 Additional question: | Laura Kerr/ June 2026 Work is underway to review the existing

Plan

Consider how
performance against
the IJB Strategic Plan
can be better
monitored, such as
1JB Performance
Meetings to consider
KPI data, risk, etc.
relating to the 1JB
Strategic Plan, and
how this information
would be presented
to the IJB.

Fiona Wilson

Performance Framework to ensure it aligns with the
priorities set out in the new Strategic Plan.

As part of this work, we will revisit our approach to
performance reporting. This will include
strengthening reporting arrangements to the 1JB,
the Strategic Planning Group (SPG), and our delivery
partners senior management (NHS Lothian and East
Lothian Council), ensuring that reporting is
appropriate to the role and remit of each body.

A clear distinction between operational and
strategic performance will be a key consideration in
shaping the revised Framework.

A draft of the Performance Framework will be
presented to the SPG in June for discussion. It will
then come to the 1JB for approval later in that
month (or to the August meeting if further work is
required)
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02/26 | 5.1)B 26 Feb 26 Additional question: | Kate
Communications Send engagement Thornback/Jen
and Engagement packs to Councillor Jarvis
Strategy Akhtar/other 1JB

members.

03/26 | 8. Best Value 26 Feb 26 Additional question: | Mike Porteous
Annual Consider how there
Compliance can be further
Review positive recognition

for partnership and
collaborative work
with communities
highlighted in the
report.
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East Lothian

Integration Joint
Board

REPORT TO: East Lothian Integration Joint Board

MEETING DATE: 26 March 2026

BY: Chief Social Work Officer

SUBJECT: Chief Social Work Officer Annual Report 2024-25

1 PURPOSE

1.1 This report presents to members the Chief Social Work Officer Annual
Report for 2024-25. The report is attached at Appendix 1.

2 RECOMMENDATIONS

2.1 IJB is asked to note the content of the 2024-25 Annual Report of the
Chief Social Work Officer (CSWO) and assurance about the provision of
social work services in East Lothian. |JB is also asked to note the
collective commitment to the protection and care of vulnerable children
and adults across the county.

3 RECOMMENDATIONS

3.1 Section 45 of the Local Government (Scotland) Act 1994 sets out that
every local authority should have a professionally qualified CSWO.
There is a statutory requirement for the CSWO to produce an annual
report about the activities and performance of social work services
across the Council and the Health and Social Care Partnership
(H&SCP).

3.2 The format for the report follows the template as set out by the

government’s Chief Social Work Advisor, including:

Governance and accountability arrangements
What our data is telling us

Key achievements

Challenges

Looking ahead

13



3.3

3.4

3.5

3.6

3.7

The report reflects the breadth and complexity of service delivery across
children’s (social work) services, justice, mental health, and adult social
work services. It provides an overview of the professional activity for
social work in East Lothian through the delivery of statutory functions in
relation to the care and protection of people. The Chief Social Work
Officer is responsible for the governance of the profession in East
Lothian and works closely with service managers to ensure they are in a
position to offer assurance to Elected Members, 1JB, and the Chief
Executive.

Report Highlights

The report, in keeping with previous years, reflects the impact of rapid
growth in East Lothian. There is sustained demand in a number of key
areas, including adult social work, where referrals have increased by 8%.
There has also been a 2.8% increase in referrals to children’s services
after a slight reduction in the previous year’s figures.

As communities grow, East Lothian’s population of people with care and
welfare needs will also grow. Services with a duty to support and protect
people will continue to experience an increase in demand, but they are
also experiencing an increase in complexity, with many people having
several co-existing issues that make day-to-day life extremely
challenging. There continues to be significant numbers of people who
are struggling to manage following long periods of austerity in what can
no longer be referred to as a ‘cost of living crisis’. A crisis suggests a
temporary position, one that can be overcome, but for lots of people,
there is no end in sight or hope of financial security in the future. This
continues to shape how people survive and when coupled with factors
including addiction, mental health problems, physical ill-health, disability
and disadvantage, it is understandable that life can feel overwhelmingly
difficult.

This annual report is always a welcome opportunity to highlight the
efforts of our workforce who work tirelessly to protect people from harm
and to support them to live safely and as independently as possible in
their own homes and communities. It reflects the wide range of statutory
duties involved in delivering social work and acknowledges the
challenges in meeting demand while navigating extreme financial
pressure and the ever-changing national policy developments.

As CSWQO, it is my role to provide assurance to Members about the
standard and safety of social work practice in East Lothian. | will continue
to be open about the significant challenges the profession faces and
ensure that the protection and care of people continues to be a critical
priority across the Council and H&SCP and with our partners. | remain
confident that services prioritise evidence-based practice and target
strategic development to ensure we are in the best position to continue
delivering high quality services.
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3.8

3.9

3.10

With the launch of the National Social Work Agency scheduled for
February 2026, it is a good time to be showcasing the breadth of social
care and social work and highlight the lifechanging outcomes that are
possible. | welcome any opportunity to celebrate and value our workforce
and | am proud to have the opportunity to share some of the many
achievements from 2024-25. These include:

e The successful implementation of the Newly Qualified Supported
Year, ensuring that all new social workers are given the right support
as they enter their new career.

e The improvements in support for kinship carers as well as an increase
of kinship placements in line with the strategic plan

e The introduction of the Single Point of Access for coordinating
hospital discharge and early indication of improved processes.

e Improved social work governance and the introduction of an adult
social work governance meeting.

e The delivery of a new core and cluster model for people with learning
disabilities in Tranent.

e The Big Pick being delivered by People on a Community Payback
Order and designed to tackle clothing poverty.

e Significant improvements in the delivery of mental health and
guardianship services.

The assurance we can collectively take from our annual performance
data is testament to our dedicated and skilled workforce who continue to
operate under sustained pressure.

In a profession that can feel relentlessly heavy, | never doubt that our
staff are our greatest asset. Alongside the challenges of service delivery,
there are major strengths to celebrate, and | wish to express my genuine
gratitude for everyone’s hard work and commitment.

ENGAGEMENT

The I1JB holds its meetings in public and makes its papers available to
the public.

POLICY IMPLICATIONS

There are no direct policy implications of this report. However, the report
highlights areas of practice, service delivery and policy that will be
affected by national policy developments.

INTEGRATED IMPACT ASSESSMENT

The subject of this report does not affect the wellbeing of the community
or have a significant impact on equality, the environment or economy.
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8.2
8.3

DIRECTIONS

This report does not require any new directions or amendments to those
directions currently extant.

RESOURCE IMPLICATIONS

Financial — There are no direct financial implications arising from the
report, however it does refer to the financial challenges facing the delivery
of social work and social care services.

Personnel — none.

Other — none.

BACKGROUND PAPERS

None.

Appendix: Chief Social Work Officer Report 2024-25 at Appendix 1

AUTHOR’S NAME | Lindsey Byrne

DESIGNATION Head of Children’s Services and Chief Social Work Officer

CONTACT INFO Ibyrne@eastlothian.gov.uk

DATE 29.01.2026
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Introduction

| am delighted to introduce the chief social work officer (CSWO) report for 2024-2025.
It is always a daunting task, yet a privilege to present this information on behalf of the
social work profession in East Lothian. While the report covers a vast amount of
information, | feel it can never adequately portray what it feels like to deliver social work
and social care services. It is a job like no other, where complexity, risk and pressure
come as standard. It can often feel like an uphill battle to deliver high quality services
to a growing population with less resources available. Despite the challenges, our
workforce is committed to improving the lives of people and protecting the most
vulnerable from harm. Itis truly inspiring to witness the dedication, energy and passion
of our staff, who strive to get alongside people, endlessly striving to make a difference,

often in the most difficult of circumstances.

As always, this report will present a large amount of data and information. Behind every
statistic are real people who for a variety of reasons have been in contact with social
work services. Something significant has happened that means they required support,

care, resources or protection.

In 2024-2025, the level of need and complexity in our communities continued to
increase. People in our communities face significant challenges that can make day to
day life incredibly hard to manage, including the cost-of-living crisis, barriers to
accessing mental health support and more people than ever facing poverty and
disadvantage. Demand for all social work services in East Lothian continues to be
significant and we continue to try to adapt services to manage the work in a challenging

resource climate.

The report will outline achievements and challenges while showing a wide range of
service specific data that will provide insight into service demand and performance. It
also includes links to social work case studies to give readers more insight into our work

and how it can transform lives.

Governance and Accountability

East Lothian social work leaders are currently completing a new Governance and
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Professional Assurance Framework which will form the basis of this section in future

annual reports.

Governance arrangements are crucial for delivering safe, effective and high-quality
social work and social care services and as CSWO, | have a key role in providing

leadership and oversight of how we ensure high standards of practice locally.

As CSWO, | am accountable to the Council’s Chief Executive, Elected Members and
the Integrated Joint Board. | provide professional advice about how we discharge our
statutory duties and support leaders across the organisation on a wide range of cross

cutting issues.

| am a member of the Council Leadership Team, a non-voting member of the Integration
Joint Board (IJB) and a member of the following key strategic partnerships that lead the

work to protect and improve the lives of vulnerable people:

. East and Midlothian Public Protection Committee

J East Lothian Children’s Strategic Partnership

o Midlothian and East Lothian Drug and Alcohol Partnership

o Learning Review oversight group

o East and Midlothian MAPPA strategic oversight group

o East Lothian Health and Social Care Partnership Clinical and Care Governance
group

In 2024-2025, services have continued to strengthen their approach to the governance
of social work practice and there are now two dedicated groups (adult social work and
children’s social work) to oversee, and quality assure how we deliver our work. As
CSWO, | co-chair both groups to ensure | am well placed to gain assurance about our

practice and to direct any improvement activity as required.

Role of the CSWO in social work practice

It is essential that | maintain strong links to the delivery of social work practice in order

to seek assurance about how services are assessing and responding to risk and need
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for vulnerable people. This is achieved through:

e Endorsing decisions of the fostering and adoption panels as East Lothian’s
Agency Decision Maker.

e Authorising decisions about secure care placements and monitoring
assessments and plans for young people whose liberty has been removed.

e Overseeing significant decision making in relation to resources and reviewing
plans of children and adults placed in external resources.

e Oversight of the social work governance frameworks in children’s and adult
services.

e Oversight of local authority welfare guardianship applications.

e Being the Single Point of Contact for Prevent.

¢ Monitoring of MAPPA business and co-chair of MAPPA 3 meetings.

e Being a member of the learning review sub-group for public protection

| support the role of the I1JB chief officer in providing professional assurance for social
work practice in the services delegated to the IJB. Regular meetings with social work
managers across children’s, justice and adult services provide important opportunities
to discuss emerging issues, cross-cutting themes and feedback from national meetings
such as the Social Work Scotland CSWO network. As CSWO, | support
anti-discriminatory practice across all social work services by embedding inclusive
policies, ensuring equality is woven into learning and development, and actively

challenging discrimination throughout our local authority.
Staying connected to social work leaders is a critical part of the role and | am pleased to report

that working relationships across all social work partners continue to be strong and

effective in East Lothian.
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Duty of Candour

All social work and social care services in Scotland have a duty of candour. This is a
legal requirement which means that when unintended, or unexpected, events happen
that result in death or harm as defined in Health (Tobacco, Nicotine etc. and Care)
(Scotland) Act 2016, the people affected understand what has happened, receive an
apology, and that organisations learn from the experience and put in place
improvements. Between 1 April 2024 and 31 March 2025, there were no incidents in
East Lothian where the duty of candour applied across children and adult services. The
annual Duty of Candour Report 2024/25 which we are required to publish can be found
here.https://www.eastlothian.gov.uk/info/210578/children_and families/12653/duty of

candour

Children’s Services

Throughout 20242025, children’s services continued in its commitment to keep the Promise.
Our focus on helping children thrive within resilient, loving families has continued to shape both
service delivery and ongoing improvements. The voices of children and their families have
been central to our strategic, operational, and individual planning, and we have worked hard

to embed children’s rights into every aspect of our work.

Our children’s services workforce plays a vital role in safeguarding and empowering children
and families. Our workforce prioritises relationship-based practice, which enables us to build
resilience, and bring about positive changes in the lives of the children and families we work
with.

Children’s services are part of the new Children and Communities Directorate within East
Lothian Council which includes education, housing and communities. This partnership delivers
cross cutting support aimed at ensuring every child in East Lothian feels safe, supported, and
included. Our services span from pre-birth through to age 26 for care-experienced young

people, reflecting our dedication to providing holistic and enduring support.
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What is our data telling us?

Referral activity data

Our data tells us that referrals to children’s social work have grown during 2024-2025 with an
increase of 162 referrals from 2023-2024. The rising child population in East Lothian,
combined with the impact of child poverty, are key drivers behind the high referral rates. This
data reinforces the importance of our partnership efforts in Getting It Right for Every Child

(GIRFEC) and the delivery of whole family support at the earliest stage in children’s lives.

Number of referrals to Children's Services
2018/19 - 2024/25
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Interagency referral discussion

An inter-agency referral discussion (IRD) is the start of the formal process of information
sharing, assessment, analysis and decision making where one or more of the core agencies
(Health, Police and Social Work) assess that there is a risk of significant harm to a child up to

the age of 18 years.

When an IRD is initiated, each agency checks their own recording systems and shares any
relevant information to help reach an agreement about the risk and what action is required. We
are confident that our IRD processes are robust with an IRD oversight group taking place

fortnightly.
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This multi-agency group reviews all IRDs to quality assure decision making and interim safety
planning. Any learning or themes from IRDs are fed back to individual services and are used

to inform learning and development and improvement activities.

During 2024-2025, there has been a slight reduction in the number of Interagency Referral
Discussions (IRDs) but this number will regularly fluctuate. Between 2022-2023 and 2023-2024
East Lothian had a decrease of 37, which equated to a 4.1% decrease in the rate per 1,000

children.

No. of Inter-agency referral discussions
2017/18-2023/24

450

400

350

426
394
375
324 331 335
“\ “\ “\ 285
0 I

2017/18 2018/19 2019/20 2020/21 2021/22 2022/23 2023/24

30

o

25

o

20

o

15

o

10

o

5

o

Child protection activity data

A child protection planning meeting (CPPM) is a formal multi-disciplinary meeting to decide
whether a child is at risk of significant harm and devise a plan to reduce the risk. If a child is
considered to be at risk of significant harm, their name may be placed on the Child Protection
Register (CPR) which is a register of all children who are the subject of an inter-agency child
protection plan.

The number of children on the child protection register remains consistent with a slight
decrease from last year. The most common concerns identified at CPPMs were domestic
abuse, emotional abuse, parental drug misuse, parental mental health problems and physical

abuse.
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In East Lothian there were 43 CPPMs in the year ending 31st July 2024. As a rate per 1,000
children, this is significantly below the national average. In discussion with partners, we have
associated this reduction with robust interim safety planning (resulting in risk being reduced
and CPPMs no longer being required), the Signs of Safety approach being well embedded and
early intervention/preventative resources being more established. There is also association
with increased use of other structured child protection responses such as use of the Vulnerable

Young Person’s Protocol.

There has also been a reduction in the conversion of IRDs to child protection registration. We
believe these are possible indicators of the partnership’s strengths in information sharing and

safety planning at the earliest stage.

The culture of involving families in child protection processes is well-embedded in East Lothian.
Of the 31 families with a CPPM in the reporting period, at least one parent attended every Initial
CPPM.

No. on the child protection register 2024/25
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Looked after children (Legal term but not chosen language)

Our continued commitment to keep families together is reflected in the sustained
reduction in the number of East Lothian children who are looked after, both at home
and away from home. This reduction is in line with the national trend. We believe this
decline does not necessarily indicate a reduction in the complexity of needs within our
communities. This progress reflects our sustained commitment to keeping the
Promise, demonstrated through our delivery of whole-family support, family group

decision-making, creative care planning, and relationship-based practice.

Looked after children by accommodation type as
at 31st March 2025 (%)
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External residential care

‘Belonging to East Lothian’ remains a key priority for the East Lothian Partnership.
Children’s services continue to work collaboratively with education, housing,
communities and other key agencies to ensure children remain with their families
and their local community. As of March 2025, 24 young people were living in
external residential care as we were unable to meet their needs within local
resources. Preventing further moves outside East Lothian remains a significant
challenge for children’s services and education. Our ability to keep children within
the area continues to being impacted by limited internal residential capacity and
ongoing difficulties in recruiting foster carers. This continues to be a key strategic

focus in the children’s services plan.
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Fostering

Through 2024-2025, children’s services continued to see a reduction in the number
of new foster placements, as well as a decline in the use of independent agency
placements. This shift aligns with the aspirations of The Promise, which prioritises
supporting families to keep children safely within their own homes or extended family
networks. Our fostering recruitment using social media campaigns and a monthly
drop-in session has resulted in a noticeable increase in enquiries. The increase in
our foster carer fees in April 2024 has also been beneficial in encouraging carers to

foster in East Lothian.

Kinship care

Children’s services commitment to keeping families together is reflected through our
ongoing investment in kinship care. Kinship care is considered the first option when
parents cannot provide the care and safety that a child requires. The number of kinship
carers has increased from 102 in April 2023 to 115 in 2024.
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Support to children with a disability

Children’s services support children who have severe and enduring disabilities using
a self-directed approach. The service has seen an increase in the number of referrals
to this team and a significant increase in complexity of need. The numbers of children

accessing support through a direct payment has increased from 89 in 2021 to 144 in
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2024. Families are unfortunately experiencing a lack of choice due to the limited care
at home and outreach support options available to them in East Lothian. We have
committed to undertaking a review of our disability service to ensure we can respond

to the needs of increasing numbers of children.

Number of receiving support:

2017 2018 2019 2020 20212022 2023 2024
Direct Payment 45 47 b7 |70 89 ©B5 [125 [144
Care at Home 30 35 (B3 [36 16 |7 0O 4
Residential Respite in ELC 10 9 8 11 0 12 (15 13
Residential Respite out with 4 3 3 5 4 4 6 3
ELC
Children supported at home 113 132 135 (117 148 (176 (180 (177
Looked after away from home [10 8 5 4 4 10 P B

Throughcare and Aftercare

The throughcare and aftercare (TAC) team works with young people in accordance
with their developmental age and stage of their lives. Keeping the Promise, the team
works to support lifelong connections between the young person and their family and
beyond, to support them into adulthood.

As of 31st December 2024, there were 51 young people receiving an active aftercare
service. 73 young people were assigned to the TAC duty service and can request
support when they need to. Within the service, 28 young people have been supported
to remain in continuing care within their foster home, residential care or formal kinship

care.
Young people seeking asylum

Children’s services have developed its support and accommodation offer to

unaccompanied and asylum-seeking young people. These young people may have
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been trafficked and arrived in East Lothian either spontaneously or via the National

Transfer Scheme (NTS) which arranges the transfer of children throughout the UK.

As at March 2025, East Lothian is supporting 31 young people seeking asylum.
Children’s services have a small, dedicated service overseeing this support, based
within the throughcare and aftercare team. This continues to be an area of significant
growth for East Lothian, and we are working collaboratively with other council services

to expand our housing and support offer.

Wellbeing and Justice

Children’s Services provide support and intervention for children and young people
who are in conflict with the law, with the aim of not only preventing offending, but also
ensuring that they reach their full potential. We continue to support the national priority
of keeping children out of secure care and we use creative community alternatives
where possible. We have a strong emphasis on carrying out early and effective
interventions and although there has been an increase of Court report requests, the
majority have been remitted to the children’s reporter. We have also continued to carry
out direct work with young people displaying harmful sexual behaviour and
increasingly are working with young people due to their harmful online activity some
of whom have been referred to PREVENT.

Key Achievements within Children’s Services

Stories of Change

Children’s services created ‘Stories of Change’ which evidenced the progress we are
making in ‘Keeping the Promise’. ‘Stories of Change’ is made up of a series of case
studies demonstrating the value of relationships in supporting children, young
people and their families to build resilience, overcome challenges and bring about

positive outcomes. You can access ‘stories of change’ through the QR code.

Newly Qualified Social Work implementation (NQSW) Year
Throughout 2024-2025, children’s services developed our NQSW programme for

newly qualified social workers. The process of implementing the NQSW supported

year has been a positive one for children and adult services. Although it must be
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acknowledged that the new requirements have placed an additional workload on
supervisors and the service development & review team, the workforce have generally
accepted this well. Initial feedback indicates that NQSWs have found their year to be
supportive and have appreciated the mechanisms in place to help them develop
through the year. By setting up structures and procedures which are proportionate to
our size of organisation but still incorporate flexibility, we are now well prepared to

continue taking newly qualified workers through the supported year programme.

Kinship Support Service

Children’s services partnership with Children First to deliver East Lothian’s kinship
support service was further developed to ensure the service remains both accessible
and responsive, it is delivered through a tiered model that flexibly adapts to the
evolving needs of children and families. The model comprises three levels of
support:

e Level 1: Information and signposting.
e Level 2: Light-touch support and access to group sessions.
o Level 3: Intensive, regular support for families with more complex needs.

This approach helps us ensure families receive the appropriate level of support when

they need it most.

In addition to local support, all families have access to the Children First financial
wellbeing service, offering guidance on income maximisation, debt management,
and budgeting. They are also supported by the Children First support line, a year-
round digital helpline providing whole-family assistance. This integrated and holistic
model ensures that kinship families receive meaningful, accessible, and tailored

support.

Realising children’s rights

Children’s services delivered bespoke sessions to our workforce on UNCRC
implementation and its implications for social work practice. Our service is
progressing our commitment to children’s rights through the creation of opportunities

for children to feedback on and participate in projects. A positive example includes
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the co-design of a handbook for young people living in residential care. Children’s
services have also worked in partnership with the East Lothian Champions Board to
create a new care experience questionnaire for children experiencing care. The

questionnaire, ‘My Voice Matters’ was launched in February 2025.

During 2024-2025, children’s services made a commitment to widen its advocacy offer
to include all children allocated to a social worker. From April 2025, independent

advocacy will be offered to children at risk of harm and children with a disability.

One council commissioning

Throughout 2024-2025, children’s services strengthened our approach to joint
commissioning and collaborative decision making about how we direct our resources.
During this period, a commissioning board was established, and the commissioning
strategy was extended to include education. Children’s services also reviewed its
processes for administering section 10 grants and set up of a lived experience panel
to aid decision making for the 2024-2025 Section 10 grant allocation. This shift towards
the inclusion of people with lived experience in grant-making processes is linked to
both The Promise (2020) as well as the Community Empowerment (Scotland) Act

2015, which seeks to involve voice and communities in local planning.

Family Group Decision Making (FGDM)

In July 2024 we launched an in-house family decision making team. FGDM is a
rights-based approach that empowers children and families to have a voice and to
be involved in decisions that affect them. It draws on the strengths and resources
from within the wider family group. Family plans are focused on ensuring that
children remain safe and at home within their families, and that the rights of the
children and families are upheld. Children’s Services offers their FGDM service to
families where children are risk of going into care, where children or unborn babies
are at risk of harm and for children returning home from care. From July 2024 to

March 2025, we received 47 referrals to the FGDM service.
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Challenges within Children’s Services

Population growth and complex social factors

East Lothian has a rapidly growing population and is one of only a few Scottish local
authorities with an increasing child population (a forecasted increase of 17.1% by
2028-2029 for P1 to S6 pupils based on the 2020 census roll). This is the second
highest increase in Scotland. We are also seeing a rise in children with a range of
support needs, such as young carers, children affected by parental substance
misuse or mental health issues and children experiencing neurodiversity. The cost-
of-living crisis has increased child poverty and disadvantage amongst families,
placing additional pressure on social services. This is exacerbated by the Council’s
ongoing significant financial challenges resulting in a difficult landscape when
delivering services at all levels, but particularly around prevention and early

intervention.

Workforce pressures

A national shortage of social work staff has continued to impact our recruitment
resulting in teams often running at reduced capacity. Whilst our staffing numbers
improved during 2024-2025, recruitment and retention challenges can often mean
children experience changes in their worker and this can impact our ability to provide
consistent, relationship-based support to children and families. Additionally, the
introduction of the Newly Qualified Social Worker (NQSW) supported year, while vital
for professional development, has added to the workload of team leaders, further
stretching our workforce resources and capacity.

We strive to keep social work caseloads at a safe level where meaningful relationships

can be built with families, but this is only possible when we have sufficient staffing.

Capacity within our internal provision

Our financial pressures are primarily driven by high-cost external placements for
children whose needs cannot be met within East Lothian resources, compounded by
the national and local fostering crisis. External placements result in significant and
unsustainable budgetary pressures, and we know that most children who move out

with East Lothian do not achieve the best possible outcomes. This has driven changes
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in practice and culture and our aim is to meet the needs of children and young people
within their own communities. We continue to review our internal resources with a view
to increasing capacity, but this is particularly challenging within the current financial

landscape.

Workforce highlights for children’s services

Children’s Services are sponsoring two practitioners to undertake social work
qualifications, and the sponsorship pathway is expected to continue in 2025-2026.
Three social workers completed the Child Welfare and Protection postgraduate
course in 2025, with three more starting in September. Demand for professional
courses remains high and we are keen to support as many people as possible to

complete additional qualifications.

Four residential staff have been supported to complete HNC or SVQ Level 3
qualifications, and one completed a previously started course. Two employees are

beginning SVQ Level 4 Management qualifications in 2025-2026.

Children’s services have 15 qualified Practice Educators, with eight actively hosting
student placements. Placement numbers have declined due to reduced university
engagement. In 2023-2024, nine students completed social work placements and a
further five completed placements in the period 2024-2025. The lower numbers of
students coming to East Lothian for the placement has resulted in a pause to

sponsorship of the Practice Education qualification.
In 2025, Children’s Services established a Workforce Learning and Development

Group to improve our strategic approach to staff development. The group has

oversight of the workforce development plan and its implementation.
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Adult Services

During 2024 - 2025, adult social work services (ASWS) remained committed to
delivering early, person-centred, and outcome-focused support to individuals and
their families across East Lothian. Our priority has continued to be supporting people
to remain in their own homes and communities, preventing escalation of need and
ensuring timely intervention. Hearing the voices of adults and their families has
guided operational and strategic planning, and we recognise this as a continuous

area for improvement.

Adult social work operates as part of East Lothian Health and Social Care

Partnership (ELHSCP) and as CSWO, | am responsible for the governance of social
work functions supported by the practice lead. The partnership continues to develop
following the leadership changes in 2022-2023, with strengthened collaboration and

the introduction of new governance and assurance processes.

What is our data telling us?

East Lothian’s ‘Home First’ approach developed further in 2024-2025, with a
continued focus on ensuring people were discharged from hospital to their home
wherever possible. This approach is aligned to national priorities and our local aims

are to support positive outcomes by:

e Enabling people to remain at home for as long as possible.
¢ Reducing unnecessary care home admissions.
e Making best use of available resources by preserving care home placements

for people with the highest level of need.

In 2024, staffing capacity within the social work hospital discharge team was
increased with the transfer of two posts from the main social work team. This
increased capacity to plan complex discharges and brought enhanced skills and
knowledge of community provisions, which contributed towards the team being able

to support more people to return home.

Out of the 232 referrals received, 34 (14%) were discharged home, 184 moved into

long term care and 14 received end of life care or sadly passed away.
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1st April - 31st March 2025 - Discharge Destination
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Key elements in supporting a responsive hospital discharge approach have been:

¢ Maintaining strong links with patient flow and in-reach teams as well as ward

staff, helping with early conversations.

o Early social work intervention through positive working relationships with ward
staff, attendance at key decision making meetings with families and at regular
ward meetings. This also helps families consider alternatives to care home

placements, where appropriate, at an earlier stage.
¢ Increased capacity to look at complex discharges home.
¢ Continued good working relationships with care homes to minimise vacancies.

e Prioritisation of care home admissions from the community, balanced with the

need to ensure patient flow out of the hospital.
¢ Advice and guidance to hospital staff about social work processes.

e Continuous focus on Home First and keeping assessments up to date as
people progress through the hospital system with changing needs and

circumstances.

e Participation in twice daily hospital huddles to ensure a joined-up approach

with early intervention in hospital admissions.
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The impact of this work can be seen in the reduction in average length of time older
people in East Lothian live in care homes. (Figures below from Public Health
Scotland)

Average length of stay in care homes (years)
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As well as hospital discharge work, the team continued to work directly with care
homes providing a social work service to residents. This included responding to Adult
Support and Protection concerns, undertaking routine annual reviews, responding to
incidents and mediation to prevent placement break down. The team also oversaw
the successful relocation of residents from Belhaven and The Abbey care homes

which were closed.

Home First — single point of access
In 2024, the ELHSCP developed a single point of access (SPOA), underpinned by
the principles of Home First, for professionals to seek advice and refer for supported

discharge. It is delivered by social work, rehabilitation and flow team staff.

Daily multi-disciplinary team (MDT) meetings involving SPOA staff, social work,
reablement services, and home care coordinators ensure decisions are made
collaboratively and care resources are directed to those most in need. This has

contributed to a reduction in unnecessary admissions and improved flow through the
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system. Feedback from staff and partners has highlighted better communication,
clarity of roles, and more timely allocation of cases as key benefits of this integrated

approach.

Social workers work in close partnership with health colleagues, hospital discharge
teams, and community-based services to identify and activate the most appropriate
support pathways. This includes rapid mobilisation of reablement services, home
care, or third sector interventions to enable people to remain safely at home or return

home quickly following a hospital stay.

The SPOA has significantly enhanced our ability to prevent unnecessary admissions,

reduce delays, and identify risks early.

Improving social work assessment

Significant progress was made in 2024 - 2025 to improve the quality and consistency
of social work assessments, with a renewed focus on person-centred and strengths-
based approaches. Building on local training, audit findings, and national best
practice, adult services revised assessment templates and practice guidance to
embed the principles of empowerment, choice, and collaboration. MOSAIC forms are
currently being developed to support this approach and are due to be implemented

in Autumn 2025.

Social workers now use shared tools to ensure that every assessment:

e Recognises and builds upon personal strengths, informal supports, and
community assets.
e Aligns with Self-Directed Support (SDS) options to promote choice and

control.

As part of ongoing quality assurance, assessments are now regularly scrutinised
through various channels such as the resource panel. A new suite of performance
indicators will be introduced in 2025-2026 to strengthen monitoring and drive

continuous improvement.
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The alignment of the duty system with Home First and SPOA, and the enhancement
of assessment practice, is demonstrating a clear commitment to early help and

prevention, and delivering high-quality, person-led social work.

Adult social work referrals

While referrals to adult social work have increased over recent years, a modest
reduction was observed in 2024 - 2025. This trend can be attributed to several
positive system-level developments. The SPOA is working to streamline, triage and
improve signposting to appropriate services at an earlier stage, preventing

unnecessary escalation to statutory social work intervention.

Strengthened partnerships with third sector organisations is expanding community
capacity and enabling a greater proportion of individuals to receive support directly

through non-statutory services.

In addition, improved collaboration at the front door, enhanced public information,
and clearer access routes are designed to empower individuals and families to

navigate the system more confidently.

The increased use of multidisciplinary early intervention, particularly via Home First
and community-based MDTs, allows for alternative responses to emerging need
before social work thresholds are met. Together, these developments reflect a
maturing system focused on prevention, proportionate response, and enabling

individuals to live well with the right support, at the right time, in the right place.
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Adult Support and Protection (ASP)

Our work in ASP has continued to evolve, with a further focus on embedding robust
quality assurance arrangements, improved data use, and stronger operational
oversight from our ASP operational lead. We have built on the strengths identified in

the 2023 joint inspection and acted on areas for improvement.

The service has also benefited this year from the appointment of a dedicated ASP
quality assurance lead who has created the foundation for future reporting, bringing
consistency of approach and supporting Scottish Government requirements.
Reporting into both the social work governance and clinical and care governance
committee, the ASP operational lead and quality assurance lead have delegated
accountability for ASP performance and improvement with operational oversight of
all ASP activity.

Audit work has evidenced a high standard of ASP practice across the service.

There were 509 referrals categorised as ASP in East Lothian during 2024 — 2025, a
decrease of 23% from the previous year, but slightly above the 2023 - 2024 rate (by
4%).

39



Key Achievements

Highlights during 2024-2025 included:

e Continued work with the adult protection officer, Police and NHS to audit and
oversee all IRDs.

e Enhancement of the ASP management screening decision, using a dedicated
tool to provide rationale, evidencing defensible decision making before
moving a case through the social work duty system.

e Continued audit activity with regular ‘dip’ audits, peer audits and focussed
audits in relation to screening of police concerns. The finding feed into a
continuous improvement cycle.

e Full implementation of the revised ASP Code of Practice.

e Strengthening the use of chronologies and SMART risk management plans.

e Continued strong performance in timely inquiry completion.

Self-directed Support (SDS)

In 2024-2025, we launched a service-wide self-evaluation of SDS, following the
publication of the Scottish Government's national SDS review. This reflective process
involved staff, service users, carers, and partner organisations, and is guiding our

next phase of implementation and improvement planning.

We continue to have local representation on national forums to ensure we are

implementing best practice in line with guidance.
Key developments this year have included:

o Clearer alignment of assessment to SDS options at the point of discharge,
ensuring informed decision-making and continuity of support.

e Ongoing development of updated public-facing materials to demystify SDS
and increase accessibility.

o Expansion of direct payment options for more flexible and personalised

support.
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The findings from our self-evaluation will directly inform a refreshed SDS action plan,
due for implementation in early 2025-2026. The rollout of revised, strengths-based

assessment tools will promote genuine choice and control.

Financial management service

This service supports around 135 people who require Corporate Appointeeship to
manage Department of Work & Pensions or Social Security Scotland benéefits. In
2024-2025, every new applicant was screened to ensure they met the criteria and
100% of reviews were completed ensuring this service was utilised for those people

most in need.
Adult social work governance group

Initially established to strengthen oversight and quality within adult social work
practice, the adult social work governance group has evolved into a central
mechanism for assurance, peer reflection, and strategic insight. It brings together
data from governance audits, feedback from lived experience, and progresses

quality improvement projects.

Now entering its second year, it has continued to grow in influence and impact with
clear lines being established between operational practice and strategic decision-
making. The work of this group feeds directly into the wider H&SCP’s professional
assurance framework with key members now contributing directly to IJB planning
forums and strategic working groups. This ensures that social work values, evidence,

and learning are embedded into broader system priorities. Recently, the group has:

o Broadened and expanded audit coverage, including thematic audits across
ASP, SDS, justice social work.

o Completed self- evaluation against national standards.

o Reviewed and updated risk management functions, enabling early
identification and escalation of operational risks.

e Improved visibility of social work performance through newly developed
dashboards with planned regular reporting to senior leadership.

« Built in feedback loops, piloting new methods for adult service users and

families to inform practice development.
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« Strengthened and further developed processes to support our duty of
candour.

e Standardised adult social work policies with set review dates.

e Implemented our ‘Person at Risk Database’ and utilised it effectively during
severe weather conditions.

« Undertaken regular professional discussions which have included adult
protection learning review findings and challenges faced in working to codes

of practice within the current financial climate.

Developments in this group have embedded a culture of reflection, accountability,

and improvement across adult services. The priorities for next year include:

e Strengthen lived experience engagement in service improvement.

e Expand audit and quality assurance systems and deliver improvement
actions.

e Build workforce capacity and retention.

e Maintain our focus on early intervention and independence.

e Embed robust performance monitoring aligned with the 1JB’s strategic

objectives.

Workforce development

The adult social work learning and development subgroup supported professional

growth, workforce resilience and well-being in 2024-2025 through the following work:

o Representation and engagement in national forums/groups.

e Promotion of the social work profession within partnerships.

« Implementation of learning from national and local reviews.

e Ongoing workforce analysis and monitoring.

e Implementation of a new supervision policy with a focus on supporting staff
well-being.

« Embedding of protected learning time and as a result improved mandatory
training compliance of 93%.

e 98% of social work Personal Review and Development Plans (PRDs)

completed.
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» Increased staff safety - lone worker alarm devices implemented.

e Implementation of ‘absence clinics’ to support managers to review and reduce
staff absence.

e Practice assessors financially compensated for the role.

e Implementation of trauma-informed approaches.

o ‘Setting the bar’ used as a guide in terms of social work caseloads. Case load
management tools in place.

e Fed into the national child abuse inquiry.

o Successful event held to celebrate World Social Day.

Challenges within adult services

The 2024-2025 financial position continues to reflect rising demand, complexity, and
cost pressures where we continue efforts to align budgets with statutory duties and

positive outcomes.

The current fiscal climate poses increasing pressure on adult services. Key risks

include:

e Reduced ability to deliver preventative and early intervention work.
e Delays in service response times.
» Escalation of risk leading to increased statutory interventions.

e Rising demand and complexity amid workforce pressures.

The availability of care at home remains a system-wide issue. Our home care
change board and daily multi-disciplinary coordination meetings have helped us

target limited resources more effectively, but challenges remain.

Learning Disability Service

The learning disability social work team was established in June 2021, initially taking
responsibility for case management, transition assessments and SDS assessments
of all service users with a diagnosed learning disability in East Lothian. The service

supports all adults with a learning disability from the age of 16 onwards.
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The team now have responsibility for all learning disability work for adults. This
includes taking on sole statutory responsibility for all ASP work as well as
management of all Local Authority Welfare Guardianships under the Adult’s with
Incapacity (Scotland) Act 2000. The team also operates a duty system, screening all
referrals for people with a diagnosed learning disability. This coordinated care
approach has improved the outcomes for people with a learning disability as the
resources are shared across the services and there is an ongoing approach to multi-

disciplinary working.

Further to this, the learning disability team have undertaken all review work for
people with learning disabilities. Since 2022, there has been an ongoing project to

focus on reviews to ensure they are up to date.

The learning disability social work team is part of a wider enhanced learning
disability service which includes our health colleagues in the Community Learning
Disability Team and our community resources team. The team maintains close
working links with partners in the mental health team, Care Home Assessment and

Review Team (CHART), children’s services and adult social work.

The team continued to work closely with colleagues in East Lothian Council’s
housing department to ensure that service users are appropriately matched to
housing. This is focussed on identifying new housing stock that can be utilised under
a core and cluster model. Over this last year, a new core and cluster was established

in Windygoul, Tranent supported by Carr Gomm.

Over the next year it is anticipated that we will establish another core and cluster in
the Tranent area. Service users have already been identified to move into these
properties once a support provider has been identified. This will support people with

a learning disability and mental health issues.

Transitions

Planning for young people’s transition from child to adult services is already well
established in East Lothian, with transition referrals made at an early stage and

multidisciplinary meetings taking place on a regular basis.
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The learning disability team has been leading on the development of a transitions
policy and procedure document which is awaiting sign off from the appropriate
governance groups before implementation. The document is anchored in the

‘Principles of Good Transitions’ from the Scottish Transition Forum.

For 2024-2025, the team had 10 referrals from children’s services, including two
Looked After and Accommodated Children (legal term and not chosen language). Al
young people have planned support identified including a mix of centre-based
support, respite, universal services and staying in school. Ongoing work with
partners in education and children’s services is planned to ensure a shared
understanding of eligibility criteria. Eligibility criteria can differ in adult services from
children’s services and managing expectations is important to support a smooth

transition and avoid disappointment.

For 2025-2026 onwards it has been agreed that adult social work will now take full
ownership of transition referrals for young people without a diagnosed learning

disability.

Justice social work

What is our data telling us?

Service 2021/22 | 2022/23 | 2023/24 | 2024/25
Community Payback Order (supervision) | 95 102 113 101
Community  Payback  Orders (all | 126 163 173 168
requirements)

Community Payback Orders (unpaid work | 11,371 | 13,710 | 10,942 | 14,527
hours)

Justice Social Work Reports (submitted) 170 241 280 270
Diversion from Prosecution Reports | 34 43 91 82
(submitted)

Supervised Bail and/or Electronic | N/A 8 8 15
Monitoring
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Structured Deferred Sentences N/A 1 5 10
Statutory Throughcare | 55 61 62 66
(community/custody)

Voluntary Throughcare | 46 42 28 42
(custody/community)

Registered Sex Offenders (in the | 19 32 25 22
community)

MAPPA Category 3 (violent offences) 0 0 0 0

Data shows that East Lothian has a consistently higher number of people on remand
than the average across Scotland (circa 25%) with a high of 38.5% in February 2025
for adult men. The female incarcerated population remains low with less than five at
any one time, however, of these at least 50% are on remand. There are high numbers
of individuals in custody who are identified as ‘No Fixed Abode’ and a number of these
are believed to be non-UK nationals potentially arrested and charged at premises in

East Lothian or on the A1, and remanded due to their immigration status.

During 2024-2025 we have received an increase in requests for reports relating to
domestic abuse offences, with the perpetrators overwhelmingly being men. Of the
more than 400 reports requested, 94 related to domestic abuse with justice social work
managing 66 Community Payback Orders (with supervision) for domestic abuse
offences at the end of the last quarter in the reporting year. The service has continued
to deliver the Caledonian Group Programme alongside securing training opportunities
for newer staff members to protect our ability to deliver individual sessions to support

women and children.

The justice social work service has promoted early intervention and prevention to meet
the needs of those with low-level offending behaviour or a history of non-compliance
by increasing access to Diversion from Prosecution, Structured Deferred Sentences
and Bail Supervision. The data chart shows the increase in Bail Supervision and
Structured Deferred Sentences, with the incidence of Diversion from Prosecution

remaining high, albeit lower than the unprecedented number for 2023-2024.
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Achievements in justice social work

The Community Payback Work Team (CPWT) introduced The Big Pick in June 2024.
The project helps to address clothing poverty throughout East Lothian. It is delivered
by service users on Community Payback Orders, completing unpaid work in the
community as an alternative to a custodial sentence. They are supported by the
CPWT supervisors to collect clothes that are donated by members of the public from
various clothes banks and events throughout the local area. These are then sorted
into different categories — men, women and children, as well as accessories. The
clothes are sold by the kilo with all school clothing given out for free. Any profits made
from these events is donated to local charities suggested by service users. Since
starting The Big Pick, there have been more than 15 events, run at various community
buildings throughout East Lothian. Having a spread of venues has allowed for good
community access and reach, for example Port Seton Centre, Pennypit Centre
Prestonpans, Corn Exchange Haddington, Fraser Centre Tranent and the MECA
Centre in Musselburgh. In this reporting year, The Big Pick has donated £2750 to
various charitable organisations throughout East Lothian, including the Musselburgh
Breakfast Club, The Bridges Centre, Hollies Community Hub, Community Kitchen
Pennypit, SSPCA, First Steps and the Midlothian Cat Rescue.

As part of the ‘Model for Change’ being delivered by the Community Payback work
team, the focus for 2025 is on developing the gardening project. This will develop
unused and fallow land across East Lothian to be fit for fruit and vegetable planting so
that local communities can improve their access to fresh food and, if possible,

supplement the growing us of foodbanks across the county.

Apex Scotland delivers an arrest referral service for East Lothian residents who have
been arrested. A worker was recruited on a 21 hour a week contract and completed
Police vetting in April 2024. People can be quickly signposted to
housing/homelessness services, substance use services, mental health support,
counselling and benefits services. There is also an offer of time limited support around

motivation and action planning. APEX now have a physical presence in St Leonard’s
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Police Station one day a week and Edinburgh Sheriff Court another day in the week.
APEX have been contracted to provide the East Lothian arrest referral service for

another twelve months from April 2025.

In the financial year ending 31 March 2025, a total of 42 men and women were
discussed at the transition group. The group meet monthly to discuss those due to be
released from prison in the next six months and again three months post release, to
monitor outstanding needs and engagement with relevant services. It is a multi-agency
group including justice services, housing, police and health. The majority of those
discussed were going to require accommodation upon release. Being in a position to
discuss what area/s within the region would best suit an individual’s needs and reduce
risks, was useful for the service user and local communities. Meetings were also
helpful to ascertain who required support with substance use so communication could
be had with the medical team within the prison to ensure prescriptions were accurate
and available upon release. The group has also been successful in supporting people
who are in prison longer than 12 weeks to continue having their rent paid, which has

prevented homelessness on several occasions in the last year.

There continues to be challenges in justice services relating to the prison population
and we continue to work closely with partners to ensure we can respond proactively
to the early release programme.

We also continue to seek additional opportunities for unpaid work to ensure we can

offer a range of diverse activity to support a successful restorative model.

Highlights for justice services

The evaluation work undertaken in 2024-2025 identified a number of strengths:

e Spot case audits, arranged as follow up to scheduled audits, evidenced
improved practice in timeous completion of risk assessments.
e Within the CPWT there is a consistently high level of management oversight

and high level of service being provided.
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e Work being completed by social work assistants is always of a high standard.
Assessments are thorough and reflect excellent information gathering and
liaison with other professionals.

e Offence focused work is being completed in all cases reviewed as part of a spot
audit.

e Accredited programmes (such as Caledonian) are being delivered in

accordance with programme manuals.

Mental health social work

What is our data telling us?

The number of Private Guardianship granted is increasing year on year and it is
expected that this will continue into 2026 and beyond. East Lothian is the second
fastest growing local authority in Scotland and has an expected increase of in excess
of 35% for the over 75s — this would indicate there will be an ever-growing cohort
requiring both social care and support, especially where there are issues of capacity

to be considered.

Service Area 2021/22 2022/23 2023/24 2024/25
LA Guardianship (granted) 17 34 21

Private Guardianship (granted) | 47 63 42

Extant Guardianships (31/03) | 214 240 252

Emergency detention 37 76 56

Short term detention 89 109 119

MHO waiting list 11 0 0

CTO (Community — 31/03) N/K 25 16

CTO (Hospital — 31/03) N/K 18 45

Within the Mental Welfare Commission’s end of year report, East Lothian’s delivery of
Social Circumstances Reports for Short Term Detention Certificates increased
throughout 2023-2024, achieving above the Scottish average. Data indicates we are

the best performing Local Authority within NHS Lothian in this area.
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Key achievements

The Adults with Incapacity project was implemented in October 2024 and is
progressing well. A private guardian project lead officer was appointed with the goal
of improving service delivery in this area. This post allowed the service to complete
all outstanding reviews and implement a pathway for future supervision and support

for private guardians in line with legislative requirements.

Challenges

The continued local and national focus on addressing delayed discharge to reduce
hospital waiting times has impacted the service. The H&SCP has requested that all
those in hospital whose discharge cannot be progressed due to an issue of capacity
be prioritised for allocation to a Mental Health Officer (MHO). As a result, we need to
balance the needs and risks of those in the community versus those in hospital and

this can lead to competing resource demand.

There continues to be a high number of local authority Guardianship Orders (LAGOs)
managed within the MHO service. This will continue to impact service delivery across
adult social work until we can increase capacity in the learning disability and CHART

teams.

Workforce development

There is now a permanent, full-time social worker to deliver on the oversight and
management of Private Guardians which will improve practice in this area
considerably.

There is a new satellite MHO who has a fortnightly duty commitment. We have
committed to sponsoring another trainee for the next intake on the MHO award
programme (2025-2026). Discussions are underway with social work managers to
consider supporting those with the MHO qualification to undertake MHO satellite work.
The development of a bank of MHOs will be critical to the services long term success
in managing the changing patterns of both Adults with Incapacity and mental health

activity.
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In quarter four, the service employed an agency worker to focus on completing Private
Guardian Order reviews. The funding was provided through the carer’s budget which
had a slight shortfall, and it was agreed that supporting guardians would be an
appropriate service. There has been significant progress in relation to the delivery for
private guardianship order reviews with 95% of all orders having been reviewed or
have a review scheduled. This was a significant development, and the social worker

embedded in the MHO team will help sustain the improvements made in this area.

Looking ahead

2025-2025 will be another challenging year for social work and social care in
East Lothian. While we continue to be confident that services are focusing on
the right strategic and practice developments, the demand for services
continues to increase at a rate that risks overtaking available resources. The
workforce remains committed to delivering high quality services and will
continue to balance the rights and needs of the people we serve whilst trying

to work within budget.

It is accepted that the forecast for public service finances remains challenging,
and there are concerns within the social work and social care workforce about
our ability to meet the codes of practice and statutory requirements. As CSWO
| will support the difficult discussions across services about how we can uphold

our standards and keep people safe despite the many barriers we face.

Alongside senior leaders, | will continue to promote our workforce as our
greatest asset while ensuring support, supervision and training is a priority and

understood as a crucial element of a happy and committed workforce.

Our priority will always be to work alongside people to ensure they receive the
support they require at the right time, within their homes, families and

communities wherever possible.
In children’s services we will:

- Continue to find creative ways to collaborate with the people who use
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social work services to ensure their voices genuinely shape social work
practice. This includes ensuring we consider all voices — including those

who are easy to ignore.

Review and learn from the feedback from our first ‘My Voice Matters’
survey to learn from the experiences of care experienced children and

young people to help inform service priorities.

Access suitable training and development opportunities to ensure the
workforce is equipped to understand and support the complex
behaviours and risks facing children and young people in the modern
world. This includes new risks from the dark web, exploitation, sexual

harm and radicalisation.

Alongside the Belonging to East Lothian strategic lead and other
services, continue exploring ways to increase resources and capacity to
ensure we are in the best possible position for children and young

people’s needs to be met within East Lothian.

In adult services we will:

Continue to align our reports with the national dataset requirements.
Commence a comprehensive self-evaluation aligned with the Care
Inspectorate’s Quality Framework for ASP which will help us to critically reflect
on our practices, systems, and impact.

As part of our developing approach to communication, we will engage with
partner agencies and local communities to promote Adult Support and
Protection as everyone’s responsibility.

Develop a caseload management system and assurance framework for
MHOs that will maximise efficiency and improve our compliance with
legislative duties.

Work alongside NHS colleagues to ensure justice service users can access
speech and language and / or occupation health as required. This will

complement the work of the community justice outreach nurse and give
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service users specific support to decrease the risk of antisocial or offending
behaviours.

- As part of our responsibility to addressing climate change, the Community
Payback Work Team will stop using their diesel vans for group projects and
start leasing fully electric vans with which to service work projects across the

county.

This report has shown that throughout another challenging year, the social work and
social care workforce have worked hard to provide critical services whilst continuously

seeking to improve outcomes for the most vulnerable people in East Lothian.

| am endlessly inspired by the commitment of social work and social care staff,
together with partner agencies and unpaid carers who strive every day to provide high

quality care to support and protect the people who need services the most.

| wish to extend my genuine thanks to all members of staff who make such a difference
to the lives of others. This report is recognition of their hard work and highlights the

crucial role they play in public services.
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Appendix 1

Children’s Services Stories of Change

Appendix 2

Adult Services Stories of Change
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Versions of this report can be provided in Braille,
large print, audiotape, or your own language.

For assistance please call: 01620 827 827
British Sign Language (BSL) users can contact
us via www.contactscotland-bsl.org
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John Muir House
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East Lothian

Integration Joint
Board

REPORT TO: East Lothian Integration Joint Board

MEETING DATE: 26 March 2026

BY:

Chief Officer
SUBJECT: Updated Lothian Psychiatric Emergency Plan 5

1.1

1.2

2.2

PURPOSE

The purpose of this report is to provide the IJB with the revised and
updated multiagency Psychiatric Emergency Plan (PEP) for Lothian.
This plan replaces the previous PEP that was developed in 2013. The
Plan provides principles, guidance, and advice to all relevant partners
about the legal detention of patients in accordance with Mental Health
Legislation.

The updated PEP sets out best practice to be followed in the event of
someone requiring detention in hospital. It does not attempt to provide
solutions to issues of resourcing within existing services that impact on
the operational delivery of the plan, however, does highlight the issue of
transporting of patients to hospital as an area that requires further
consideration by management teams.

RECOMMENDATIONS

The updated Lothian Psychiatric Emergency Plan has been approved by
the Lothian Mental Health Programme Board. The IJB is recommended
to endorse this approval to progress implementation in East Lothian.

It is further recommended that Health & Social Care partnership (HSCP)
Management Teams undertake a review of their performance against
the PEP and take actions to address any existing gaps in resourcing that
potentially impact the safe, effective, and efficient management of
psychiatric emergencies.

BACKGROUND

Psychiatric Emergency Plans are locally agreed arrangements and
procedures outlining the role and responsibilities of health, social work,
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3.2

3.3

police, ambulance, and other partners who are involved in responding to
and managing a psychiatric emergency. The aim of a PEP is to agree on
procedures to manage the detention and transfer process in a way that
minimises distress, trauma, harm, disturbance, and risk for the patient
and others, and which ensures as smooth and safe a transition as
possible when conveying an individual from the site of the emergency to
the legal place of detention (hospital).

Comprehensively developed and locally relevant PEPs are
recommended by the Mental Health Act Code of Practice (Vol 2 para 58)
chapter 7 emergency detention certificate (part 5) - mental health (care
and treatment) (scotland) act 2003 code of practice volume 2 ?civil
compulsory powers (parts 5, 6, 7 and 20) - gov.scot (www.gov.scot).
PEPs aim to assist agencies and service providers to manage local
arrangements for the detention and safe transporting/escorting of a
patient to hospital and aspects of multi-agency working.

Paragraphs 49-58 of the Mental Health Act Code of Practice set out the
expectations and processes of transferring of patients to hospital
following detention, and the professional responsibilities of those
involved. The PEP is aimed at providing guidance for staff within the
local context of service provision and setting in place contingency
procedures before they arise.

ENGAGEMENT

During the process of the review of the PEP, a wide range of
stakeholders have been involved in informing the revised plan. This has
included all relevant statutory agencies, representatives from local third
sector organisations, and patient representatives. There has also been
involvement and representation from all professions who are involved in
the process of detaining patients in hospital.

POLICY IMPLICATIONS

The Psychiatric Emergency Plan supports compliance with several
legislative frameworks including, but not limited to, the Mental Health
(Care & Treatment) (Scotland) Act 2003, the Human Rights Act 1998,
and the Police and Fire Reform (Scotland) Act 2012.

INTEGRATED IMPACT ASSESSMENT

The subject of this report does not affect the wellbeing of the community
or have a significant impact on equality, the environment or economy.
This is an update to an existing Plan to reflect service delivery
arrangements.
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8.2

8.3

DIRECTIONS
The PEP relates to the following IJB Directions:

DC 1 — NHS Lothian delivery of core primary and community health
services — providing community mental health services, community
learning disability services, general medical services

DC 2 — NHS Lothian delivery of hosted services — providing mental
health inpatient services

DC 4 — East Lothian Council delivery of social work and social care
services — providing Mental Health Officers (MHOs) who must be
qualified social workers appointed under law is a statutory duty of local
authorities. This duty sits primarily within the Mental Health (Care and
Treatment) (Scotland) Act 2003, which requires councils to ensure an
adequate supply of trained MHOs to carry out specific legal functions.

The PEP is aligned with East Lothian Strategic Objectives outlined in the
IJB Strategic Plan — Objective 6: Keep people safe from harm.

RESOURCE IMPLICATIONS

The PEP does not include within its scope solutions to gaps or shortages
in operational resourcing. The review process has included lengthy
discussions by all partner bodies and agencies about existing gaps and
how these impact the efficient use of available resources, the safety and
wellbeing of patients, staff, and the public. It is not, however, for the PEP
document review group to direct how resources should be organised or
deployed within local service areas. However, the review group does
recommend that each partner organisation/operating division reviews
their performance against the PEP.

Financial — the review of the PEP does not have any financial
implications per se, as it is setting out the principles and processes to be
followed in administering the existing mental health legislation that has
been in statute since 2003 (updated in 2015). Operational services
should, however, consider how current services perform against the
principles and practice contained within the PEP and identify any gaps
in existing resources (see 8.4 and 8.4).

Personnel — the review of the PEP does not introduce additional
workload for any of the professions or agencies already involved in the
detention of patients to hospital. The process of the review however,
involving all agencies and professions, has brought to the fore concerns
and lengthy discussions about long term existing shortfalls and
insufficient resources which often lead to interruptions to planned day-
to-day clinical service delivery, delays in patients being safely transferred
to hospital, which increases risks and causes stress to all concerned,
and practice that could be improved to ensure patient rights are
optimised.
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8.4

8.5

8.6

There are implications of increased workload for health and MHO
personnel however due to a wider policy position of Police Scotland
included in 8.5 below.

Other — The current arrangement is for patients being detained to be
transported to hospital by Scottish Ambulance Service. There are often
significant delays in response times due to the prioritisation algorithms
and the availability of staffed ambulances. This has a domino effect on
the availability and release of detaining clinicians and practitioners as the
patient cannot be left unattended whilst transport is awaited. It is not
unusual for this to take several hours. This has a significant impact on
the planned duties of the personnel involved, and other patients being
negatively impacted consequently.

This issue is being exacerbated further by the recent reaffirming of the
policy position of Police Scotland in relation to responding to mental
health events. Historically across Lothian, Police Scotland colleagues
have supported partners in facilitating the transporting of patients to
hospital in complex situations that were not always crime related matters.
Legal guidance has been circulated across Police Scotland which
reinforces that Police will only respond to requests for assistance where
there is a risk of crime (e.g. violence, disturbance). This will place an
increased demand on health staffing to facilitate the safe escorting of
patients to hospital and will require investment.

Enquiries have been made with a Private Ambulance provision via the
NHS Lothian Flow Centre to explore whether this is a service that could
be commissioned, which has been confirmed could be done. This is a
matter that the PEP Review Group recommend is explored further by
operational management teams across Lothian with a degree of
urgency, given that Police Scotland colleagues have already issued the
policy position.

BACKGROUND PAPERS

None.

Appendix: Lothian Psychiatric Emergency Plan

AUTHOR’S NAME | Dr Karen Ozden

DESIGNATION

Lothian
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DATE 16 March 2026
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1.1

1.2

1.3

1.4

1.5

1.6

Purpose of Plan

The Scottish Government has required all relevant local agencies and
service providers who may potentially be involved in psychiatric emergencies
to work together to develop and agree on a Psychiatric Emergency Plan
(PEP). This allows for local difficulties to be addressed and contingency
procedures to be put in place before they arise for real. The aim of the PEP
is to agree on procedures which will manage transfer and compulsion
processes in a manner that minimises distress, disturbance and risk for the
individual and others while ensuring a person-centred and human rights
approach to ensure as smooth and safe a transition as possible from the site
of the emergency to the appropriate treatment setting.

The professionals involved in developing the PEP include: General
Practitioners, Approved Medical Practitioners, Mental Health Officers, Social
Workers, Social Care Workers, Community and Ward-based Nursing Staff,
Hospital Managers, Independent Service Providers, Police Officers and
Ambulance Personnel. It is also important that service users and carers are
consulted in relation to the preparation of PEPs.

When people are being assessed for possible admission under the Mental
Health (Care & Treatment) (Scotland) Act 2003 and the Mental Health
(Scotland) Act 2015, their qualities, abilities and diverse backgrounds, as
individuals, will be respected. Their age, gender, sexual orientation, social,
ethnic, cultural and religious background will be considered but general
assumptions based on any one of these characteristics, will not be made.

This document is designed to describe best practice in admitting patients to
hospital for reasons of mental disorder and to explain the roles and
responsibilities of each of the services involved in assessment and admission
under the Emergency and Breach provisions of the Act. It should contribute
to good joint working and, by so doing, will help to minimise the distress that
patients, their friends and their family and carers can experience when
compulsory admission to hospital is being contemplated.

A Code of Practice offering guidance on the provisions of the Mental Health
(Care & Treatment) (Scotland) Act 2003 has been produced by the Scottish
Government. The Code supports implementation and ongoing operation by
the various agencies that have statutory duties and responsibilities under the
Act. Itis recommended that this guidance note is read and used in conjunction
with  the Code of Practice. https://www.gov.scot/policies/mental-
health/legislation- and-guidance/

The provisions of the Act have been developed following extensive
consultation with the range of stakeholders in the field of mental disorder. It
is underpinned by a set of Principles and it is the expectation of all the
agencies that have developed and endorsed this guidance note, that these
principles will be adhered to by all staff in relation to its use.
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1.7

1.8

1.9

1.10

2.

2.1

2.2

3.

3.1

It is recognised that arranging mental health admissions is unpredictable and
circumstances vary from one situation to another. Each of the services
involved operates under significant resource constraints, which can affect its
ability to deliver an optimal service. It is understood however, that this
document, which has been endorsed at senior management and executive
levels of the partner organisations involved, in describing best practice, sets
out the performance targets that each service will aim to meet. The document,
however, does not attempt to solve any day-to-day operational deficiencies or
constraints on resourcing which may affect delivery of the plan.

This document is intended to encourage collaboration between the agencies
involved that are required to act in partnership with a view to achieving the
best possible outcome for the patient.

Compulsory admission to hospital should only be considered when ALL
alternatives have been examined and excluded.

Appendix 1 gives the Definitions and Abbreviations contained in the Plan.
The ‘Out of Hours’ period is generally regarded as being before 9am and after
5pm but operating hours do vary across different services.

Scope of Plan

This document covers a complex range of operational management
arrangements and governance structures relevant to the personnel of NHS
Lothian, the City of Edinburgh Health & Social Care Partnership (HSCP),
Midlothian HSCP, East Lothian HSCP, West Lothian HSCP, the Scottish
Ambulance Service and Police Scotland. Matters relating to the resourcing of
the operationalisation of the plan remain the responsibility of each of the
respective partner agencies.

It covers admissions under the provisions of the Mental Health (Care &
Treatment) (Scotland) Act 2003. Usually this is to a psychiatric hospital,
although there are some circumstances when admission to a general hospital
is required, particularly if a drug overdose has occurred or is suspected or if
other physical injury requires immediate medical treatment. There are also
specific provisions related to 'designated places' that are explained in Section
4 of this guidance note.

Responsibility for Monitoring and Quality Control of this Agreement

Those responsible for checking that this procedure is maintained and
implemented are:

e Chief Social Work Officers or equivalents

e Medical Director and Associate Medical Directors, NHS
Lothian

e Executive Director of Nursing and Nurse Directors, NHS
Lothian
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3.2

e Regional Director, East Region of the Scottish Ambulance
Service

e Chief Officers HSCPs

e Partnerships Superintendents from E and J Division Police
Scotland.

Following every admission, it would be unrealistic to attempt to undertake a
complete debrief of the assessment or triage process. However, to enhance
the development of good practice, regular review meetings will be held of the
various stakeholders involved in drawing up and implementing this psychiatric
emergency plan. These meetings will be used to discuss recent cases, any
problems encountered and potential solutions to any identified areas of
difficulty. All partner representatives can call a review meeting to look at the
‘assessment and/or triage process’ and/or a debrief over a particular case.

The Associate Medical Director for Mental Health & Learning Disability will
chair these review meetings when appropriate and the point of contact for
these will be the PA Hub of the Royal Edinburgh Hospital, who will invite as
appropriate the Inspector from the Preventions, Interventions and
Partnerships team Police Scotland, Edinburgh, the MHO Team Manager
Edinburgh, GP Lead, and / or any other professional that may be involved for
Edinburgh / East / Mid / West Lothian:

Core Group:

Associate Medical Director Mental Health & Intellectual Disability NHS Lothian

REAS Chief Nurse or Nurse Director for Mental Health & Intellectual Disability
NHS Lothian

Clinical Directors for General Adult Psychiatry / Older Peoples’ Mental Health
/ Learning Disability NHS Lothian

Police Inspector from the Preventions, Interventions and Partnerships Team,
Edinburgh E Division

MHO Team Manager, Edinburgh HSCP

GP Lead

Clinical Director for Lothian Unscheduled Care Service (LUCS)

Depending on cases being considered for review, invitation to the following as
appropriate:

Team Leader of Rapid Response Team

Team Leader of Mental Health Assessment Service for Edinburgh City
Team Leaders of Intensive Home Treatment Teams in East / Mid Lothians
Team Leader ACAST West Lothian

Team Leader Learning Disability MHIST Team

Team Leader CAMHS Unscheduled Care Team

Local GP

Local CMHT Team Leader

Detaining AMP

Detaining MHO

Scottish Ambulance Service Manager
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4,

4.1

A Summary of the Legislation

The Mental Health (Care & Treatment) (Scotland) Act 2003 contains several
provisions that may entail the conveyance of patients from a community
setting to hospital, to a designated place or between hospitals, on a
compulsory basis. Useful and more comprehensive information and best
practice guidance relating to these provisions is contained in the Code of
Practice and staff from all agencies are urged to consult the Code in
conjunction with this guidance note https://www.gov.scot/policies/mental-
health/legislation- and-guidance/. The agencies that have developed this
guidance note may have an active role in relation to the following Parts of the
Act:

4.1.1 Part4, Chapter 2

Section 33: Local Authority Duty to Inquire

Section 34: requirements for various agencies, including Health Boards, to co-
operate with Local Authority inquiries

Section 35: should it be necessary, under Section 33 Local authority Duty to
Inquire, to enter premises, carry out medical examination or gain access to
medical records and it is established or reasonably considered that this will
not be possible, a Mental Health Officer (MHO) should make application to the
Sheriff Court using Section 35 of the MH Act. If granted, the warrants allow:

= 35(1): MHO, any other persons so specified and any police
constable, may enter premises for eight days following the granting
of the warrant. Makes provision also, for the police constable to open
the lockfast premises so specified.

= 35(4): detention of an individual for a period of three hours in order
that a medical practitioner specified in the warrant may carry out a
medical examination.

= 35(7): access to an individual’'s medical records by a medical
practitioner specified in this warrant.

All of the above warrants should be applied for and are granted, separately.
These provisions do not authorise the removal of a person who is subject to
these inquiries which take place via other parts of the Mental Health Act (See
4.1.6 below).

Comprehensive explanatory and practice guidance regarding authorised
personnel and application processes are available in the Mental Health Act
Code of Practice, Volume 1, Chapter 15
https://www.gov.scot/publications/mental-health-care-treatment-Scotland-
act-2003-code-practice-volume-1/pages/16/.
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41.2

41.3

414

41.5

Part 5

Section 36: Emergency Detention: any medical practitioner may grant an
Emergency Detention Certificate, subject to the assessment and consent of a
MHO, unless it is a matter of urgency to detain due to 'significant risk'. The
certificate confers the power to remove the person to hospital and detain them
for up to 72 hours from the time of admission. As soon as practicable it should
be reviewed by an Approved Medical Practitioner (AMP), to consider
conversion to a short-term detention (STD). In Lothian it is standard that this
will be within 24 hours.

Following a review of the Emergency Detention by the AMP, there are only
four possible outcomes:

Continual admission on a voluntary basis

Continuation of the admission on the EDC

Continual compulsory admission on a Short Term Detention basis
The patient is discharged from hospital

Part 6

Section 44 - Short Term Detention: only an AMP may grant a Short Term
Detention Certificate and only with the assessment and consent of a MHO. The
certificate confers the power to remove the person within three days, to detain
and to give them medical treatment in hospital for up to 28 days.

Part 7, Chapter 1

Sections 57 to 71 - Compulsory Treatment Order: these Sections cover the
process of application for a CTO by the MHO following medical examinations
of the person carried out by either two AMPs, or one AMP and another medical
practitioner such as a General Practitioner. No power is conferred until the
Mental Health Tribunal Scotland (MHTS) grants the order. CTOs can be
applied for to confer community-based compulsory powers as well as powers
to detain and treat the person in hospital. Tribunals can also grant Interim CTOs
for a period of up to 28 days.

Part 7, Chapter 5

Sections 112 to 115 - Breach of Orders: these Sections cover powers and
procedures related to non-compliance with medical treatment and / or
community-based compulsory measures conferred in CTOs.

Section 112: applies to the CTO 'attendance requirement' only and confers
powers upon the Responsible Medical Officer (RMO) to convey the person to
either the designated place or to a hospital. MHO consent is required.

Section 113: confers powers upon the RMO to have the person 'taken into

custody' and conveyed to hospital and to detain the patient in hospital for a
period of 72 hours from arrival. The RMO can then grant a certificate under
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Section 114 to further detain the patient for 28 days. Section 115 confers a
similar power in relation to a person subject to an Interim CTO. MHO consent
is required for both detentions.

416 Part19

Sections 292 — 294, 297 —298 and 300 - Entry, Removal and Detention
Powers and Place of Safety: these Sections confer powers to apply for
Warrants to gain forced access if there is a requirement to remove a person
at risk to a hospital and detail police emergency powers.

Section 292: authorises a person who has already been given authority by the
Act to take a patient to any place or into custody, to enter that patient's
premises. This would apply, for example, when an already detained patient
has absconded or where a CTO has been made but access cannot be gained.
The ‘authorised person’ (usually an MHO) must make the application to Sheriff
or Justice of the Peace.

An application made by an MHO to a Sheriff for a warrant under Section 293
would follow the application of the Local Authority's Duty to Inquire under
Section 33, where access to examine the patient is likely to be, or has been,
denied. Section 293 enables the removal of the patient to a place of safety.
Section 294 permits the application to be made to a Justice of the Peace rather
than a Sheriff, if the situation is urgent.

Sections 297: 298: allows for the removal of a person by the police from a
public place to a place of safety for a period of up to 24 hours and states who
needs to be informed.

Section 299: of the Act empowers certain nurses (RMNs or RNLD) to detain
an informal patient who is in hospital receiving treatment for a mental disorder,
but that treatment is not being given by virtue of the Act or the 1995 Act. ‘In
hospital’ means within hospital premises, including general hospital wards,
accident and emergency departments and clinics held on hospital premises.
The patient can be detained by the nurse for a period of up to three hours,
(‘the holding period’) for the purpose of enabling arrangements to be made
for a medical examination of the patient to be carried out. Best practice is that
the medical practitioner should arrive as soon as practicable, and that the
detention period is as short as possible. As short a detention period as
possible will best reflect the principles in Section 1 of the Act, in particular the
principle of minimum restriction on the freedom of the patient that is necessary
in the circumstances.

Section 300: provides the meaning of ‘place of safety’ which is a hospital, or
premises which are used for the purposes of providing a care home service,
or any other suitable place (other than a police station), the occupier of which
being willing temporarily to receive persons with mental disorder. (Lothian
have agreed that a GP Surgery is not to be regarded as a ‘place of safety’).
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41.7

Cross-border absconding - absent from other jurisdictions.

Regulations made under section 309 of the 2003 Act allow patients subject to
corresponding compulsory measures in England, Wales, Northern Ireland, the
Isle of Man or the Channel Islands to be dealt with while in Scotland under
Sections 301-303 (as modified by the Regulations). The applicable
regulations are The Mental Health (Absconding Patients from Other
Jurisdictions) (Scotland) Regulations 2008 SS12008 No.333
http://www.legislation.gov.uk/ssi/2008/333/made These regulations cover
patients subject to detention in hospital corresponding to detention under the
2003 Act and the 1995 Act, including those who are on suspension of
detention or conditional discharge.

A patient who is on unauthorised absence from a hospital can be taken into
custody and taken to any place that is appropriate by the person acting in the
equivalent role to RMO in the relevant territory, or any medical practitioner.

A patient on suspension of detention who has failed to reside in a specified
place can be taken into custody. As can a patient who has failed to comply with
a suspension of detention condition to return to the hospital they were detained
in, or go to another place, on or after the occurrence of a specified event.

These patients can be returned to the specified place they failed to reside at (if
applicable)* or taken to any place considered appropriate by the RMO-
equivalent person, or any medical practitioner. *NB this is unlikely to be an
address in Scotland, and the powers within these regulations are only
applicable within Scotland.

The regulations also cover patients who have breached requirements
corresponding to CCTO, interim CCO or CCO requirements to reside at a
specified place or gain the approval of a MHO to change address. They cover
patients who have breached an interim CCTO requirement to reside at a
specified place.

Such patients can be returned to the specified place they failed to reside at (if
applicable)* or taken to any place considered appropriate by the RMO-
equivalent person, or any medical practitioner. *NB this is unlikely to be an
address in Scotland, and the powers within these regulations are only
applicable within Scotland.

The persons who can take the patient into custody are:

* a police constable

+ MHO.

* A member of staff of any hospital.

« Ifthe patient is subject to (a corresponding measure toa) CCTO or CCO
with a condition that they reside in an establishment with the address
specified in the order, a member of staff of that establishment.

* Any other person authorised for the purposes by the RMO.
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4.2

5.1

Should a patient require compulsory medical treatment before their return to
their country of origin, this will require consideration of a STDC. A patient cannot
be removed from Scotland under cross-border absconding provisions if they
have been detained under Scottish legislation. In that case, a cross-border
transfer application to the Scottish Ministers should be made if it is proposed to
transfer them out of Scotland.

There is comprehensive explanatory and practice guidance in the Code of
Practice that will assist staff in developing an understanding of their duties and
responsibilities. Regardless of the particular Part or Section of the Act that
underpins the intervention proposed, the fundamental practice issues in relation
to emergency scene management and the conveyance of patients from the
community to hospital, or to places of safety, remain the same.

Summary of Principles within the Mental Health (Care & Treatment)
(Scotland) Act 2003

The Principles of the legislation are laid out in Sections 1 to 3 of the Act and
place a requirement on people who have a formal role in discharging any
function under the Act. The requirement is that, in discharging his or her
function, such a person has regard for:

e The present and past wishes and feelings of the patient

e In so far as is practicable and where they exist, the views of the patient’s
named person, carer and any guardian or welfare attorney

e The importance of the patient participating as fully as possible in the
discharge of the function

e The importance of providing information and support for the patient, in the
form that is most likely to be understood, to enable the patient to participate

e The importance of the range of options available in the patient’s case

e The importance of providing the maximum benefit to the patient

e The importance of the patient’s background and characteristics, including
age, sex, sexual orientation, gender, religious persuasion, racial origin,
cultural, ethnic and linguistic background

e The importance of providing appropriate services to a patient who is
detained and to the provision of continuing care thereafter.

e The needs and circumstances of the patient’'s carer, providing such
information as might be needed to assist in the care of the patient

5.2The functions must be discharged in a manner that:

¢ Involves the minimum restriction on the freedom of the patient that appears
to be necessary in the circumstances

e Encourages equal opportunities

e |f the patient is a child (under 18 years old) best secures his or her welfare
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6.1

6.2
6.2.1

6.2.2

6.2.3

6.2.4

7.1

7.1.1

Emergency Contact Telephone Numbers

Appendix 2 lists the main telephone contact numbers for the key services
involved with psychiatric emergencies.

Requests for Assistance of Police Scotland

Any request for police assistance regarding persons in mental health crisis,
should initially be made by contacting the Police Scotland Area Control Room
on 101 or 999 in an emergency. The detaining doctor / mental health
professional should explain the circumstances of the incident, why police are
requested and a ‘triage’ discussion with a supervisory officer should take place
to agree the most appropriate course of action going forward. Where possible
this should happen in a planned way in advance of health professionals
attending the patient in the community

This initial triage discussion should cover threat, risk and harm, the proposed
course of action in respect of the person in crisis and whether police attendance
at a location is required. Discussions around transport plans should be agreed
at this time and it is important to remember that responsibility for organising
transport of a person to hospital, remains that of the detaining doctor / mental
health professional and does NOT default to police. There may well however
be occasions when police transport is required due to safety concerns, but this
can be covered in the triage discussions.

A supervisor within the police control room is likely to be the first point of contact
for the GP / mental health professional, however it is recommended that they
ask to speak directly to the Duty Inspector (PIO) for the respective area, as they
are best placed to be involved in any subsequent action.

Cross-border absconding - absent from other jurisdictions (see 4.1.7).
Patients subject to corresponding compulsory measures in England, Wales,
Northern Ireland, the Isle of Man or the Channel Islands can be taken into
custody in Scotland. Police Constables have the authority to take these
patients into custody.

Detention of Patients in the Community and Transfer to Hospital
Good Practice at the Scene

All personnel involved should ensure the patient’s welfare and the welfare of all
present. Problems often arise when the parties involved fail to communicate at
the scene. Every attempt should be made to keep all of those involved
(including the patient), fully informed. As communication is a two-way process,
this requires the participation of all parties. Every attempt should be made to
ensure that everyone involved in the assessment process be properly briefed.
Where possible this should be done prior to attending the location so that ALL
are content with the plan and contingencies are covered.
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7.1.2

713

7.1.4

7.1.5

7.1.6

717

7.1.8

7.1.9

It is the responsibility of the detaining doctor, aided where possible by the
MHO and with the active participation of all those involved, to try and ensure
that involvement, communication and briefing between everyone concerned
takes place. Where possible, all participants should be briefed at the same
time and place although it is likely that they will take place sequentially and on
rare occasions may not be possible.

Every attempt should be made to negotiate with the patient and persuade
them to cooperate with transfer.

The detaining doctor should have with them the necessary Mental Health
(Care & Treatment) (Scotland) Act 2003 forms, in case compulsory admission
proves necessary.

Involving Named Persons, relatives and carers may help defuse a difficult
situation and should always be considered. If time allows, involvement of a
patient’s advocate may also be helpful.

Reference to existing care plans, Anticipatory Care Plans, Emergency Care
Summaries and in particular Advance Statements, crisis management and risk
assessment information may also be helpful, however it is accepted that these
may be difficult to access in an emergency. Every effort to access an Advance
Statement should be made. There are a variety of ways to access such
documentation e.g., patient held forms, TRAK, SCI Store and Clinical Viewer.
MHAS can support searching TRAK for patients in the community and where
TRAK is not available.

If present at the scene of an assessment / admission, ambulance and police
personnel need to be aware of the further distress and disturbance which
might be caused by their appearance (uniforms, radios, lights etc.). If a silent
approach is requested, this must be communicated to Ambulance Control at
the time of ordering ambulance support. Police should consider turning off
vehicle emergency lights and sirens and lowering the volume of personal
radios as they approach the patient's residence. Similarly, if an emergency
ambulance has had to be summoned, ambulance personnel should switch off
vehicle emergency lights and sirens as they approach (silent approach).

Further, whenever the police are present at an assessment / admission, the
reason for their presence should be explained to the patient by the mental
health professionals in charge. This explanation should be given by the
person who has developed the best rapport with the patient. It should be
emphasised to the patient that they have done nothing wrong and that the
police are only present because of the need to ensure everyone's safety.

To ensure compliance with health & safety, all personnel involved should
adhere to their organisation’s Lone Working Policy. The policy is required to
acknowledge working procedures in collaboration with external agencies.
These agencies may have differing working procedures and policies but where
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7.2

7.2.1

7.2.2

7.2.3

7.3

7.3.1

possible local operational procedures should be agreed through the
examination of commonalities within each organisation’s lone working policy.

Emergency Detention Certificate versus Short Term Detention Certificate

A Short-Term Detention Certificate (STDC) rather than Emergency Detention
Certificate (EDC), is the most appropriate gateway order to better ensure the
rights of the patient.

The Code of Practice, however, recognises that in an emergency it is not
always possible or best practice for patient care, to delay the process of
detention and admission. Therefore, this PEP allows 4 options to support
patients:

e EDC: EDC used to urgently protect patient safety or safety of others (Note:
Within Lothian all EDCs are reviewed within 24 hours by an AMP, where a
STDC will be considered. This means the period a patient would be
detained under an EDC will be very limited).

e EDC in lieu of STDC: EDC used where arranging the STDC would cause
undesirable delay to the patient’s care or pose a greater risk to the patient
or others.

e STDC: STDC used if there is time to arrange AMP and MHO within the
current service configuration.

e A less restrictive option is identified.

The Short Term Detention Certificate allows up to 28 days detention and
treatment for mental disorder in a hospital, has a right of appeal, requires MHO
consent and is completed by an AMP.

An EDC authorises the transport of the patient to hospital but admission to
hospital can only occur after the certificate has been given to hospital
managers or someone acting on their delegated authority, usually a senior
nurse. The certificate only authorises detention in hospital and does not give
authority to give additional medical treatment e.g. medication.

Appendix 5 describes the doctors’ Crib Sheets and Appendix 10 flow diagrams
for granting an EDC or a Short Term Detention Certificate.

Responsibilities of Primary and Secondary Care Doctors in respect of in and
out of hours AMP availability

GPs and AMPs should focus on the balance of risks when selecting the
Detention Order being applied, putting the needs of the patient and their carers
first to ensure as rapid as possible admission and minimum upset to the
patient and carers.
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7.3.2

7.4

If it has been possible to consult an MHO, the compulsory admission can only
proceed with their consent. If the GP and MHO disagree on the need for
Emergency Detention, then detention cannot take place. In the event of
complexity in respect of the assessment and detention, GPs can contact
secondary care MH or LD services for advice.

Obtaining Entry

7.4.1 Where there are reasonable grounds for concern for safety of an individual and

7.4.2

7.4.3

where consensual access cannot be obtained or it is reasonably anticipated
that access will be refused, there are a range of measures to assist with
access under the Mental Health Act:

Section 35 (1): should it be necessary, under s.33 Local authority Duty to
Inquire, to enter premises and it is established or reasonably anticipated that
this will not be possible, a Mental Health Officer (MHO) should make an
application to the Sheriff Court using Section 35 (1) of the MH Act. If granted,
the MHO, any other persons so specified, and any police constable may enter
premises for eight days following the granting of the warrant. It makes provision
for the constable to open the lockfast premises so specified. It does not
authorise the removal of a person.

Section 292: allows for entry to premises by an authorised person, an MHO, a
police constable and a medical practitioner. The authorised person should
make application to the Sheriff Court in order to obtain this warrant. The
authorised person is defined by having the authority to take the patient to any
place or into custody by virtue of other provisions in the MH Act, for example a
patient subject to a Compulsory Treatment Order.

Sections 293 / 294 Removal Orders: where, upon application by a Mental
Health Officer, a Sheriff or Justice of The Peace is satisfied that an individual
of 16 years or over, who has a mental disorder is likely to experience significant
harm if not removed to safety, may authorise a removal order. This allows 72
hours after granting, for the MHO, any other person specified in the order and
any constable, to enter premises, remove and then detain the individual to a
place of safety for a period not exceeding seven days.

Comprehensive explanatory and practice guidance regarding authorised
personnel and application processes is available in the Mental Health Act Code
of Practice, volume 1, chapter 15. Mental Health (care and treatment)
(Scotland) Act 2003: Code of Practice Volume 1 - gov.scot (www.gov.scot)

Where a warrant has not been obtained and entry has been refused, but it
appears that it is urgently necessary to gain access for the purpose of
protecting life and property, the police or fire and rescue services are
empowered in common law and statute to forcibly enter for this purpose.
Police Scotland SOP and guidance on forced entry will be followed.

The MHO has a responsibility to determine whether the Subject of assessment

has any dependents, either children or adult, who will be left without care
because of the subject’s compulsory admission to hospital.
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7.4.4

7.4.5

7.4.6

7.4.7

7.4.8

7.5

7.5.1

7.5.2

The MHO will have responsibility for ensuring that alternative care
arrangements are put in place for any such dependents and shall seek the
support and guidance of the relevant Children & Families or Adult Social Work
duty teams.

Under S48 of the National Assistance Act where a person is to be admitted to
hospital and it appears to the Council that there is a danger of loss of or
damage to property by reason of the patient’s temporary or permanent inability
to protect or deal with the property and that no other suitable arrangements
have been or are being made for this purpose, it shall be the duty of the council
to take reasonable steps to mitigate or prevent this loss or damage. In order
to fulfil this duty, the MHO shall take steps to ensure the welfare of any pets
within the house and that the house is appropriately secured. The MHO will
liaise with the Council or Housing Association who will ensure new keys are
conveyed to the patient in hospital or keys are retained at an appropriate
place. Contact details for pet places is included in the contact information in
Section 6.

Should the MHO determine that the subject of assessment is a person who
may need community care services the local authority must carry out an
assessment of needs under S12A of the Social Work (Scotland) Act 1968
upon the written request of the MHO.

Where the subject of assessment is a child and the MHO determines that there
is a necessity for assessment of their needs under S23 of the Children
(Scotland) Act 1995, the local authority shall carry out an assessment of the
needs of the child, or any other person in the child’s family, as far as is
attributable to the mental disorder.

Where the patient is already subject to a detention order in England, Wales
or Northern Ireland, Police Scotland, an MHO, or a member of staff of any
hospital have the authority to take those patients into custody
https://www.mwcscot.org.uk/sites/default/files/2021-07/Cross-border-
guidance AdviceNote 2021.pdf.

Clinical Assessment of the Patient

Irrespective of whether it is an AMP or a registered medical practitioner
involved, the following process for assessment and involvement of relevant
others should be followed.

Should it appear likely that a patient is requiring admission under the Mental
Health (Care & Treatment) (Scotland) Act 2003, it is the responsibility of the
doctor to consult an MHO and coordinate the initial assessment and for
determining, by means of a joint risk assessment, which other agencies need
to be present.
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7.5.3

7.54

7.5.5

7.5.6

7.5.7

7.5.8

The AMP/Registered Medical Practitioner and MHO should also ensure that,
if available, any Advance Statement prepared by the patient is given due
regard and efforts are made to locate it. Copies of Advance Statements must
be held in the patient’s clinical record on TRAK Care (health records system).
During the initial contact between the GP and Secondary Care Services, it is
mental health staff's responsibility to share the information held on the
Advance Statement. It would be best practice to have a note added to the
Key Information Summary (KIS) system to alert that the patient has an
advance statement. Copies of Advance Statements should also be held in the
relevant social work electronic system (AIS) in Edinburgh and West Lothian,
MOSAIC in Midlothian and East Lothian. As per the local SOP on Advance
Statements, any Advance Statements should be noted on SCI store and an
alert on TRAK to direct the reader to SCI Store.

As outlined in Section 276 of the Mental Health (Care and Treatment)
(Scotland) Act 2003, anyone who makes decisions about treatment for a
patient, subject to the Act, must have regard for the wishes in an Advance
Statement. They are not legally binding, however, should there be an override
of these wishes, the doctor must record this, by writing the circumstances and
adding a copy of this to the patient’s clinical notes. It is advisable to provide
a copy of the record or write directly to the patient about the override. A copy
should also be given to the patient’'s named person, the patient’s welfare
attorney, guardian (if applicable) and the Mental Welfare Commission (see
Appendix 1: Definitions & Abbreviations & Responsibility for Monitoring and
Quality Control of this Agreement of Roles and Responsibilities) and sections
3.1 and 3.2 of this guidance.

If any aspects of the management plan are in conflict with the patient’s
Advance Statement, the reasons for this should be clearly documented and
reviewed by the doctor treating the patient. It is the doctor’s responsibility to
make a record where there has been conflict, as outlined in Section 276 of the
Mental Health (Care and Treatment) (Scotland) Act 2003 and Section 2 of this
guidance. Notifications of any conflict and/or override should be clearly
documented and reviewed by the RMO on the next working day.

The MHO should assess the patient with the medical practitioner for possible
admission unless the urgency of the case prevents this. Where it has not been
practicable to consult an MHO, or the MHO is unavailable, this is documented
on the EDC form.

An AMP must consult an MHO and obtain their consent to the granting of a
Short-Term Detention Certificate in all instances and where practicable must
consult the patient’'s named person (where there is a nominated Named
Person) prior to granting the short-term certificate.

Where an MHO refuses to consent to either an Emergency Detention
Certificate or a Short Term Certificate, the AMP or the medical practitioner
may not grant the certificate and the patient may not be detained. In this
circumstance, there must be a joint care plan developed for the patient
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and consideration should be given to other legislative frameworks and
their applicability.

7.5.9 Those others that may also be involved in the assessment process include:
e Patient’s advocate

e Named Person (must be consulted, where practicable, prior to
granting a short term detention certificate)

e Relative or carer

e Patient’s General Practitioner (when not the detaining doctor)

e Psychiatrist (when not the detaining doctor)

e Other member(s) of the Mental Health Team e.g. Community
Psychiatric Nurse (CPN), Community Learning Disability
Nurse

e IHTT/ RRT/ MHIST / ACAST / CAMHS Unscheduled Care
staff

e Social Worker

e Service Provider

e An Interpreter for patients who have little or no English, are
deaf, or who otherwise may not be able to understand and or
take part in the assessment procedure, the involvement of an
interpreter will be vital at as early a stage as possible. (N.B.
there may be conflict of interests if family members are used
as interpreters)

7.5.10 Communication of Assessment Information: information about the
assessment of every patient in the community should be documented
and available to have as part of their communication of assessment
information, to accompany the patient at point of admission. The person
doing the assessment completes the relevant form which could be a
referral letter from the GP or an assessment template completed by the
local Thrive Teams (Edinburgh), CMHTs, MHAS, IHTT, RRT, MHIST or
CAMHS Unscheduled Care staff.

7.5.11 Where the patient’s mental state presentation is thought to be as a
consequence to a physical health condition, it may be appropriate
to detain the patient for further assessment of mental disorder or for
treatment. The Mental Welfare Commission provide guidance on this in
their publication Right to treat (2025)

Where someone has capacity to consent to treatment for a physical
disorder (whether or not a consequence of the mental disorder) that
route should be followed.

Where a person cannot consent due to lack of capacity to make that
decision, for medical treatment of a physical disorder that is a
manifestation of the mental disorder, or a consequence of mental
disorder- there are two routes available: treatment under the Adults with
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7.5.12

7.6

7.6.1

7.6.2

Incapacity (Scotland) Act 2000 (AWI) or treatment under the Mental
Health (Care & Treatment) (Scotland) Act 2003.

Where there is no objection/resistance, then treatment may proceed
under the AWI 2000 subject to the safeguards present within this Act.

Where treatment is provided for mental disorder or in consequence of
the patient having a mental disorder, this treatment falls within the
meaning of treatment that can be provided under the 2003 Act.

‘Medical Treatment’ under the Mental Health Act (s329) is defined as
‘treatment for mental disorder’; and for this purpose, ‘treatment’
includes nursing care, psychological intervention, habilitation
(including education, and training in work, social and independent
living skills), and rehabilitation’. The code of practice (1.21) states
medical treatment includes pharmacological and physical
interventions.

See also Section 10 of the PEP.

Where a patient presents as intoxicated (drugs or alcohol), the
attending Doctor will assess for accessibility of mental state and risks.
If the matter is not thought to be related to mental disorder, detention in
hospital should not be considered. Intoxication does not exclude
someone from assessment and detention, this is a decision for the
assessing clinician. Consideration should be given as to whether an
EDC is appropriate - the EDC allows detention for assessment if it is
likely the patient has a mental disorder. If the criteria for detention are
met, then they should be detained. If the patient is considered too
intoxicated to participate in assessment, they should be conveyed to the
nearest Emergency Department to ensure safe management of airways
until less intoxicated. If this is deemed unnecessary by the Doctor, they
should be admitted to Psychiatric hospital but clear advice
communicated regarding the need for monitoring of vital signs.

Confirming Hospital for Admission & Clerking Process

The detaining doctor needs to contact the duty co-ordinator at the normal
receiving hospital to ask them to identify if a bed is available. This can be done
via the main hospital switchboards. It is the site coordinator’s responsibility to
try to locate an available bed (the detaining Dr is not required to call round
looking for alternatives if there is no bed available at the normal receiving

hospital).

When a bed is available: the flow charts at Appendix 6 show process by

location, age and speciality.
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7.6.3

7.6.4

7.6.5

There is the system for in-hours detention in the community. After 5pm and at
weekends the Co-ordinating Charge Nurse (CCN) for REH is responsible for
bed coordination of adult beds. Note CAMHS units out of area do not admit
out of hours. CAMHS, LD and Forensics medium secure all have specific
consultants on call who are to be involved in any admission decisions and can
be contacted via NHS Lothian Switchboard. See Appendix 5

While it is preferable that a bed is found as close to the patient's locality as is
possible, it should be noted that once the patient has been detained it is a
legal requirement that a bed must be made available as soon as possible. [f
a locality bed is not available, it is the expectation of the agencies endorsing
this guidance note that the next and nearest available alternative bed will be
allocated to the detained patient. This will be co-ordinated by the CCN at REH
in the out of hours period. Within normal working hours, all specialist services
are responsible for having procedures in place for locating an available bed
(CAMHS, Learning Disability, Perinatal Mental Health, Regional Eating
Disorders, Forensic Mental Health).

There will be occasions when a CAMHS inpatient bed is not available either
locally or in other CAMHS facilities, or it may be unsafe to transfer due to
distance / complexity of need. In this situation, consideration should be given
to whether it would be appropriate to source a paediatric bed. Alternatively an
adult acute Mental Health bed should be sought in the patient’s local area.
The CAMHS service must facilitate a nurse to provide 1:1 care and arrange
transfer to the first available bed in a CAMHS service.

Where possible, all CAMHS assessments should be planned and completed
by the local CAMHS service. There may be occasions when an emergency
assessment is required and this should be accommodated by the service in
hours, if this occurs after office hours (after 4pm), CAMHS patients should be
directed to contact the CAMHS Unscheduled Care Team (USC). This team
operates from 0730-2030 Monday to Sunday and additionally overnight
Saturday -Tuesday inclusive. Out with these hours calls should be made to
the Doctor on call for CAHMS via switchboard, to arrange an appointment for
assessment.

When a patient has been detained: the detaining doctor must contact the
hospital to ask them to identify a bed and on arrival at the site, the patient should
be ‘clerked in’.

Where a patient has been allocated a bed elsewhere in Lothian the patient
should be clerked in at the hospital they are being admitted to.

Patients being transferred from Emergency Departments: where a patient is
being admitted directly from The Royal Infirmary of Edinburgh Emergency
Department the patient will undergo ‘clerking’ before they leave the Emergency
Department. The patient needs to be medically fit before being transported.
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7.6.6

7.7

7.71

7.7.2

7.7.3

7.7.4

For patients transferring to a hospital site outside Lothian: the patient will be
clerked at the Lothian hospital site they should have been admitted to before
being transferred with the appropriate patient documentation to the hospital
site outside Lothian. Specific attention must be paid on the medical fithess of
a person to be transferred to another health board. This may involve a long
journey with limited medical support so a full physical examination must take
place prior to transfer. Transfer may need to be delayed whilst blood test
results are obtained.

The service specialty that the patient belongs to, will secure the available
bed. Each service will have their own SOP on how this is done.

Arranging Transport to Hospital

The detaining doctor has the responsibility for the risk assessment, triggering
triage and arranging transportation of patients to hospital. The detaining
doctor has a professional obligation to ensure that the most humane and least
threatening method of conveying the patient is used, consistent with ensuring
that no harm should come to the patient or to others.

If other agencies are present, a joint risk assessment should take place
between the detaining doctor / community team / police and the following
should also be taken into account:

e The patient's Advance Statement

e The patient's preferences, supported by an independent advocate if
available

e The views of Named Persons, relatives, carers involved with the
patient

e The views of other professionals involved in the application, or who
know the patient

e Their judgement of the patient's state of mind and the likelihood of the
patient behaving in a violent or dangerous manner

e The impact that any particular mode of conveying the patient will have
on the patient's relationship with the community to which he or she
will return

e The safety of all involved

In cases where police are present, a joint risk assessment process should be
carried out by NHS staff and the police to ascertain whether or not the relevant
individual is a degree of risk to themselves or any other person that would
indicate they could not be left in the care of NHS staff without police remaining.

It is important for both parties to participate in the joint risk assessment by
providing information regarding circumstances which brought the person to
the attention of the NHS staff or police, along with any known relevant previous
medical history or background (e.g. known to be violent, relevant risk markers,
offending history, previously suicidal and absconder).
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7.7.5

7.7.6

7.7.7

7.7.8

7.7.9

7.7.10

Information can be shared verbally, under the terms of the Data Protection Act
2018, with the proviso that the content of the information shared, who it was
shared with and the justification for doing so, is fully recorded by the party
disseminating the information.

To futher assist staff in identifying risk, the risk assessment matrix can be used
see Appendix 9

Once all risks have been identified, a joint decision can be made about the best
mode of transport, see Appendix 12

It is the responsibility of the detaining doctor to ensure the safe hand over of
the patient to whosoever is transporting. While this may be delegated,
depending on circumstances, to the police, a carer, relative, mental health or
learning disability nurse or MHO, the ultimate responsibility remains with the
detaining doctor. However, the detaining doctor may hand over responsibility
to another doctor if there are delays in transport for the patient. NB if a GP is
the detaining doctor, and their normal work session is coming to an end, it has
been agreed locally that they should see through the detention to completion.
On a case-by-case basis, handover may be negotiated between in-hours GPs
and LUCS and vice versa.

Holding a person in a police car, police van or another location such as a police
cell for lengthy periods should be avoided other than in the most exceptional
circumstances of physical risk.

As a last resort, a police vehicle may be used to convey a patient to hospital
where a joint risk assessment and decision has been agreed and:

e The police have been informed in advance of the destination of the
patient

e The SAS ambulance crew assess it is unsafe to use an ambulance

e The patient is violent or up to date intelligence indicates they are
potentially violent

e There is no immediate risk to life and the patient is not sedated

e |tis the responsibility of the attending doctor to assess if the patient
is medically fit for transfer

¢ Where a patient has been detained, the police have attended and a
threat of violence or disorder still exists, a police officer(s) should
always travel in the ambulance and a police vehicle should always
follow behind.

Sections 297 — 298, para 4.11, allows for the removal of a person by the
police from a public place (but not the patient's home) to a place of
safety and states who needs to be informed.

For reasons of safety, the police will use a police van to transport the patient.

There will be circumstances when it is reasonable and sensible to use another
type of police vehicle to transport a patient. In any circumstance, the duty
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7.7.11

7.7.12

7.7.13

7.7.14

7.7.15

senior officer must be kept informed and may advise against the use of a
police vehicle.

If a patient has been told to attend and is doing so on a voluntary basis, the
police will not provide transport.

If ambulance transport is required, the detaining doctor will be required to
provide as much of the following information as possible to the Ambulance
Control Room to allow them to prioritise and triage the request:

e The patient's name or other identifying information

e Address from which the patient will be conveyed

e If the ambulance is being pre-booked, the rendezvous point and time for
the ambulance to meet for the briefing

e The patient's condition but not necessarily a diagnosis, e.g. whether they
are sedated or under the influence of other substances, or if there is
another medical condition of which the ambulance crew should be aware.
This will determine what crew will be required, for example paramedics,
two technicians or technician with driver.

e Specifically, inclusion of information as to whether physical restraint or
medical sedation has been used, or may be required to ensure patient
safety during conveyance. If this is the case an escort team would be
required to support SAS.

e An indication of the patient's likely attitude to admission, e.g. whether

they are likely to be violent or distressed

Who will be accompanying the patient

Whether or not the police will be in attendance

Where the patient will be going

A contact telephone number and name.

Information on the use of Taxis is at Appendix 13

If there are overwhelming grounds for predicting admission and for predicting
a straightforward admission process without delays, an ambulance, or other
mode of transport as per the fransportation plan (Appendix 12) should be
requested before the assessment is undertaken or alternative transport could
be considered.

If the transportation is to be pre-booked, the detaining doctor should use the
procedure described in Section 7 along with the risk assessment and
transportation plan and give the time at which the most suitable transportation
should be at the agreed rendezvous point for the pre-assessment briefing. If
at any time it becomes clear that the transport will no longer needed, it should
be cancelled.

Police involvement should only be requested if the risk assessment indicates

that there is a perceived risk of violence. This is because such police
involvement may:
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e Unnecessarily add to the tension of the situation
¢ Add to the stress experienced by the patient and may lead to
feelings of stigmatisation

7.7.16 In circumstances where there is violence or risk of violence then the

7.8

7.8.1

7.8.2

7.8.3

authorised escort may be a police officer. Where circumstances dictate a
police escort then it is the duty of the detaining doctor to make sure relevant
paperwork is in place for admittance to hospital and handed over to a police
officer. This will be by exception and should not be seen as routine

practice. In such circumstances the escorting officers would be given the
detention papers and any other reports with them and hand them over with
the patient at the hospital. The documents should arrive at the hospital at the
same time as the patient. During such circumstances and where possible a
health professional should accompany the police officers in their vehicle for
reasons of patient care.

Uncooperative Patients
Passive Resistance

Where a patient passively resists any attempt to remove them to hospital, the
detaining doctor and / or MHO should make every effort to persuade the
person to comply. Relatives, carers and the patient’s advocate may also be
helpful, but consideration should be given to the risk of their alienation,
particularly with regard to the patient’s advocate, whose role is to support the
patient.

In addition, if the patient is known to local Mental Health Service or Learning
Disability personnel, particularly a CPN or Community Learning Disability
Nurse, those members of staff have a role in persuading the patient to co-
operate. An assessment of the relative value of such an approach in terms of
the likely availability of local personnel and the time taken to get them on site
should be undertaken.

Where such attempts have failed, and violence is not exhibited or anticipated
(particularly where the patient is elderly or infirm) the detaining doctor and / or
MHO should explain to the patient that he or she will be encouraged by
whoever is present to the ambulance. If after approximately 20 mins the
patient hasn’t been persuaded, the situation should be escalated to hospital
staff to request assistance from nurse escorts.

Active Resistance

In the event of active resistance, nurses of the specified class, who have
undertaken the appropriate violence and aggression training do have the
authority to physically restrain detained patients to assist them into the vehicle
being used for transport however they can only do this if there are adequate
numbers of appropriately trained staff to do so. The welfare of the patient
should always come first. However, if there are concerns that the situation
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7.8.4

7.8.5

7.8.6

7.9

7.9.1

7.9.2

could escalate during transportation, this should be taken into consideration
in the risk assessment of the situation.

In the event of escalation of active resistance and the patient is being violent,
police officers can prevent crime and protect life and property under Section
20 of the Police and Fire Reform Act 2012. Any force used requires to be
proportionate and to the minimum level necessary to ensure the safety of all
involved.

A patient so restrained will be subjected to a search for objects that may be
used to cause injury to themselves or any person present.

Compulsory treatment is only authorised under a Short Term Detention
Certificate or a Compulsory Treatment Order in hospital.

Special Note on use of PAVA spray (see Appendix 14)

Police Officers should only use PAVA spray in line with their operational safety
training. Officers must mention this at handover to medical staff, along with
explaining possible adverse side effects and handing the patient (and medical
staff) an aftercare leaflet, which includes signs and symptoms to be aware of
and any action that is required should those signs and symptoms persist.

Patient Escorts

It is best practice to have patient escorts and each locality will have
arrangements in place for providing nurse escorts where the risk assessment
indicates this is required (contact REH CCN for Edinburgh patients; ACAST
for West Lothian patients; IHTTs for East and Mid Lothian patients). On some
occasions however, there may be no nurse escorts available.

If an ambulance crew is present, in the majority of cases, no additional escort
will be required. If there is no resistance from the patient. ambulance staff will
assume the responsibility of escort, as per the joint risk assessment.

The authorised escort should carry with them completed detention papers and
any other reports: the documents should arrive at the hospital at the same
time as the patient. The detaining doctor may authorise an escort who is
travelling with the patient to carry the papers and consequently, will hand over
all paperwork to them.

The authorised escort can be Police, Ambulance Service, Mental Health or
Learning Disability Nurse, other Mental Health Professional or at least one
suitably trained health care professional.

The detention papers / reports should be transferred in line with current
General Data Protection Regulations (GDPR) and NHS Lothian’s safe transfer
and transmission of records policy and procedure. Papers / records should
be stored and carried in a secure bag / case or held securely by the person

86



7.9.3

7.9.4

7.9.5

7.9.6

responsible for delivering the papers. Records should not be carried loosely
as this increases the risk of dropping them and losing something. Any loose
identifiable information should not be handed to another person for delivery
simply because they are going to the designated department.

If the patient agrees, a relative, a carer or the patient’'s advocate may
accompany the patient.

If the authorised escort is a member of the ambulance crew, the notes should
be kept with the driver and not the crewmember attending the patient.
Relatives cannot be an ‘authorised escort’, a separate arrangement by the
MHO would need to be made to ensure that the detention papers go to hospital
with the patient.

A patient who appears sedated or under the influence of substances must be
accompanied by a nurse or a doctor. Ambulance control needs to be informed
if the patient is sedated or under the influence of substances, to help decide
the need for a paramedic.

If police officers convey a patient to hospital for an assessment under Section
297, then they must remain with the patient until a joint risk assessment has
been carried out to determine whether or not the police need to remain.

If police officers convey a patient to hospital that has already been assessed,
they require to stay with that patient until staff have accepted hand over of the
patient. Ideally this should be within 1 hour. This links to Section 7.6.4.

7.10 Medical Emergencies en route

7.10.1

7.10.2

In the event that the patient has a medical emergency whilst en route to the
booked hospital, the conveying vehicle should divert to the nearest Accident
and Emergency department. The ambulance crew will not be able to remain
with the patient until they are assessed and deemed fit to carry on the journey.
The patient would be handed over to the receiving hospital staff and once fit
to carry on the journey then the hospital will need to contact Ambulance
Control to book another vehicle at the correct level of response.

In the event the patient is assessed as not being fit to continue their journey
and is instead admitted to the acute general hospital, responsibility for the care
of the patient will then transfer to the hospital ward they are admitted to. The
admitting doctor should inform the duty psychiatrist of the patient’s medical
status. It is the responsibility of the patient escort to communicate to the
relevant detaining doctor or MHO that the patient has been admitted to an
acute general ward hospital.

The detention remains in force and the duty consultant psychiatrist at the
hospital where the patient should have been admitted, will be responsible for
ensuring a reassessment of the patient when the patient is judged well
enough. The acute general hospital staff will be responsible for liaising with
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the hospital the patient was originally meant to be admitted to and agreeing
arrangements for transfer and onward transport, if this is still necessary.

7.11 Patient Absconds

7.11.1

7.11.2

7.11.3

In the event a patient absconds after detention in the community, the
certifying medical practitioner should take the following steps:

¢ Notify Police Scotland, stating explicitly that the patient is detained and

that they should be conveyed to the Mental Health Unit (or other ward if
admission to a non-psychiatric ward is required) when located. The
Police will work in partnership with all parties although primary
responsibility for tracing the reported missing patient will lie with the
Police

¢ Notify the receiving ward that the patient is missing and has been
reported missing to the police

¢ Notify the duty doctor for psychiatry (or relevant specialty if the patient is
being admitted to a non-psychiatric ward) that the patient is missing and
provide a clinical handover of the patient

e Convey the detention papers to the receiving ward

e ltis expected that, to minimise the risk to the patient or to others, all parties
will give all assistance and information about the possible whereabouts of
the patient.

All partner agencies should refer to the Joint Missing Persons Protocol and
their own organisations SOP for missing persons’,?. 3

On being reported to the police, the duty senior operational police officer (who
will normally be of Inspector rank but in some out-of-hours circumstances will
be a Sergeant), will be immediately made aware of the incident by Area
Control Room. The absconded patient will initially be graded in line with the
Missing Persons SOP status and the duty senior police officer will ensure that
the appropriate initial action is taken. Police will obtain the relevant
information from the person reporting that the patient has absconded.

A patient may abscond at the hospital between the ambulance (or other
escorting vehicle) and the ward. To minimise this risk, the ambulance crew,
or other escort, will contact the admission ward to arrange to be met by a
member of hospital staff at the agreed reception area. Normal
communications would be via switchboard asking for the sites co-ordinating
charge nurse (CCN) or the nurse in charge of the ward the patient is to be
admitted to. There may be alternative entrances on some sites rather than

1 Standard Operating Procedure for Reporting Persons Missing from Mental health

In-patient Services within REAS and from St John’s Hospital site V4.
http://intranet.lothian.scot.nhs.uk/Directory/pireas/policiesandprocedures/Documents/missing

person.docx
2 Acute Partnership Agreement Adult Missing Patients, Adult Acute Hospitals.

3 SOP Interventions in General Inpatient Settings.pdf
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using the main public reception area e.g. Melville Unit at RHCYP has
alternative entrance rather than through main hospital foyer.

7.12 Handover at Hospital

7.12.1

7.12.2

7.12.3

7.12.4

7.12.5

The escort will liaise with the ward regarding the expected time of arrival and
nurses from the ward will greet the patient from the vehicle. If the ambulance
is delayed en route the escort will update ETA to the CCN / Ward nurse.

If the GP has no time to contact the AMP or MHO due to clinical urgency, the
admitting hospital should inform the relevant AMP (e.g. sector or speciality
AMP), to ensure that he / she is then aware of the detention and can make
arrangements to review the patient ‘as soon as is practicable’.

On arrival at hospital, the escort will be responsible for ensuring that the
patient and the relevant detention and admission papers are handed to the
ward staff/relevant manager in charge, who are acting on behalf of the
Hospital Manager. Where the police or ambulance staff are in attendance,
they will remain with the patient until the handover is confirmed with clinical
staff, or until a joint risk assessment is made to leave the patient in the care of
staff.

The handover process should take place as efficiently and swiftly as possible,
and in all cases be complete within 1 hour of initial arrival, allowing the
escorting clinicians and SAS to resume their duties, and police officers to
resume patrol duties.

The health, safety and welfare of the patient and staff are paramount.

7.13 Resolving Disputes

7.13.1

7.13.2

7.13.3

7.13.4

7.13.5

Proper risk assessment, triage planning discussions and briefings for those
involved should where possible take place prior to any action in order to
minimise and reduce the likelihood of disputes. However, disagreements may
arise in the course of mental health admissions. This is perhaps inevitable
when a number of different agencies are attempting to co-operate in tense and
difficult circumstances. Such disputes may need to be resolved immediately.

If the ambulance crew need advice, they should contact their Control Centre
in the presence of the detaining doctor or MHO who may ask to speak to the
Clinical Adviser.

If the police need advice on scene, they should contact the Duty Inspector
(P10) for the respective area.

If the MHO needs advice, they should contact their MHO Service Manager or
Line Manager.

If the doctor needs advice he / she should contact the Duty Consultant.
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7.13.6 If a dispute arises that cannot be resolved at the time, or which suggests that

8.

8.1

8.2

8.3

8.4

8.5

joint learning and review would be useful, the issue should be referred to the
review meetings mentioned in paragraph 3.2.

Inter-hospital Transfer of Psychiatric Patients

Transfers of patients between hospitals for admission happen regularly. They
are known to be times of risk. The following are guidelines to cover the
arrangements for these transfers, in an effort to reduce risk (though it is not
possible to mitigate risk entirely). The issues to be considered include:

e The use of the Mental Health (Care and Treatment) (Scotland) Act
2003

The use of sedation before transfer

The type of vehicle (relative’s car/taxi/ambulance/police van)

The number and training of any nursing escorts

Involvement of the police

With this number of variables it is impossible to lay down hard and fast
guidelines for every clinical situation: clinical judgement and consultation with
the patient, carers and professionals involved is required. Nonetheless, the
following general principles can be established:

Most patients, including the majority of those who are being treated on an
informal basis, should be transferred using contract taxis and a nurse escort.
These arrangements should be confirmed by discussion between the referring
doctor and the nurses on the unit from which the patient is to be transferred.
If there is evidence of a risk of absconding and consequent heightening of
risks to the patient or others, then it is preferable to use a two person
ambulance with nurse escort, although the presence of nursing escorts is
probably more important than the type of vehicle chosen.

Nursing escorts: it is not specified in the Mental Health (Care and Treatment)
(Scotland) Act 2003 that an RMN/RNLD qualification is required when acting
as a nurse escort for a detained or detainable patient, although it is clearly
advisable if it can be arranged. In the absence of an RMN/RNLD what matters
most is the skill and confidence of the nursing escorts in being able to engage
with the patient before and during transfer. Where possible, consideration
should be given to particular sensitivities which might reduce distress in
patients e.g. gender of escorts.

Use of relatives as escorts and use of relative’s vehicles for transfers: this
should only be considered when the doctor arranging the admission and the
nurses responsible for the patient before admission, are in agreement that the
risk of absconding and subsequent risks to the patient, or to others, are
minimal and the patient and relatives are agreeable to it. Patients may find
the company of a relative reassuring but this should normally supplement,
rather than replace, nursing escorts.
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8.6

8.7

8.8

8.9

8.10

9.1

Police vehicles: should only be used for ward to ward inter-hospital transfers
in exceptional circumstances.

Sedation: if the patient needs to be medically fit to undertake an inter hospital
transfer then this is a clinical decision of the assessing doctor. In addition
there must be a discussion between the referring doctor and the receiving
doctor.

Detention Certificates: where detained patients are transferred from one
hospital to another, the appropriate Mental Health (Care and Treatment)
(Scotland) Act 2003 papers and transfer forms must be transferred with them.
It is the responsibility of the nurse in charge of the referring unit to ensure this
happens along with the single assessment SBAR / Admission Summary.

Responsibility and Documentation: whatever arrangements are made for the
transfer, the primary responsibility lies with the senior nurse on the referring
unit and the doctor covering the referring unit, in consultation with each other.
The nature of the arrangements chosen should be documented in the clinical
record, with the reasons for choosing them specified. It should be recognised
that transfer arrangements may need to be modified in the light of changing
circumstances.

Transfer of physically ill psychiatric inpatients: where a psychiatric inpatient is
transferred for medical assessment and treatment, these general principles
also apply, although the responsibilities for making the arrangements lie with
the referring psychiatric unit. In addition, the referring unit remains responsible
for arranging and providing continued psychiatric nursing observation on the
medical ward. Where medical facilities have access to liaison psychiatry
services, there should be consultation between them, the referring
psychiatrists and the medical team with regard to further psychiatric
assessment and treatment and the timing of the patient’s return.

Detention of Patients in a Psychiatric Hospital

Emergency Detention Certificate versus Short Term Detention Certificate (see
Appendix 10 Flow Diagrams)

If an informal inpatient is requesting discharge against medical advice and they
are not persuadable to stay, nursing staff should contact the appropriate duty
doctor who should, as soon as possible, interview the patient and discuss with
the nursing team and any other relevant individuals such as the patient’s carers.
If the duty doctor is unable to persuade the patient to stay, they should decide
if they think detention is likely to be needed. If the situation is one of acute risk
e.g. the patient is violent or is being forcibly restrained, the duty doctor should
directly grant an Emergency Detention Certificate without Mental Health Officer
consent. If there is less risk and distress, the duty doctor should contact the
appropriate AMP by telephone and discuss the situation. If the AMP agrees
that detention is needed, they will instruct the duty doctor to arrange MHO
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9.2

9.3

9.4

9.5

9.6

9.6.1

assessment. Consent should not be assumed at this point. The Code of
Practice states, ‘Where the medical practitioner has been able to consult an
MHO, it is imperative that the two parties engage in as much joint assessment
and consultation as possible with respect to the patient before the certificate is
granted’.

If the duty doctor has no time to contact the AMP or MHO due to clinical
urgency, they should still inform the appropriate AMP and MHO after issuing
the Emergency Detention Certificate — this is to ensure that the AMP is aware
then of the detention and can make arrangements to review the patient ‘as soon
as is practicable’. The purpose of this review is to make a decision about the
Emergency Detention Certificate — either to lift it or to grant a Short Term
Detention Certificate with Mental Health Officer consent. ‘As soon as is
practicable’ will depend on service arrangements, it must happen within 72
hours of admission and generally should happen on the next working day.
Patients should not be prematurely reviewed e.g. disturbing their sleep. This is
covered in earlier parts of the PEP.

A Short Term Detention Certificate would be the expected detention
mechanism unless the Approved Medical Practitioner assessment would pose
a delay of over an hour. The AMP, when contacted will need to decide if and
when they are able to attend, if they know the patient already and feel it
important that they are involved in any Short Term Detention Certificate but if
they themselves are held up e.g. in a ward round or outpatient clinic, they might
choose to instruct a hospital based doctor to proceed to Emergency Detention
Certificate. Alternatively for a new patient they do not know they may feel it
preferable to ask a different AMP e.g. consultant colleague, to assess for Short
Term Detention Certificate in their place. A pragmatic and flexible response is
intended, deciding on a course of action based on the patient’s individual
situation and the availability or otherwise of the Approved Medical Practitioner.

Out of hours, the Emergency Detention Certificate would be the expected
detention mechanism.

The Hospital Manager or their representative must authenticate the certificate
and then carry out their notification duties as laid out in the Act. The detention
period commences at this point.

Nurses’ Holding Power (Appendix 11), Regulations under The Mental Health
(Class of Nurse) (Scotland) Regulations 2005, can be used for informal
patients within hospital premises, including general hospital wards, accident
and emergency departments and clinics held on hospital premises. The
power cannot be used for detaining patients in other settings such as in the
home setting.

The use of the holding power can only be authorised by a first level

Registered Mental Nurse or Registered Learning Disabilities nurse. It is used
to detain a patient pending medical examination to determine whether an
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9.6.2

9.6.3

9.6.4

10.

10.1

10.2

10.3

10.4

Emergency Detention Certificate or Short Term Detention Certificate should
be granted.

The patient can be detained by the nurse for a period of up to 3 hours (‘the
holding period’) for the purpose of enabling arrangements to be made for a
medical examination of the patient to be carried out.

A written record must be made in the clinical notes stating why the patient was
detained, the time the holding period began and the reasons for detention.

Notification of detention must be made to the Mental Health Officer Service
and the Hospital Manager by the nurse applying the holding power.
Notification to the Mental Welfare Commission by the Hospital Managers must
be made within 14 days.

Patients being Detained in Acute General Hospital Settings

Most of the provisions detailed elsewhere in this Plan will also apply in the
acute hospital setting and Section 7 guides the management of transfers
between acute general hospital and psychiatric settings.

Any registered doctor can undertake an assessment for detention and can
apply an emergency detention certificate, but advice should be sought from a
Psychiatrist.

It is expected however, that detentions initiated in the acute general hospital
setting would normally be short term detentions following assessment by an
AMP under Section 22 of the Mental Health Act and an MHO. The Certifying
Medical Practitioner must contact the Hospital Manager for the Acute General
Hospital to inform them of the detention and ensure that the certificate is
delivered to Hospital Managers of the Acute General Hospital.

Legal Requirements: Responsibility for the patient will hand over to the Acute
General Hospital, within an Emergency Department or ward, depending on
what facility the patient arrives at first, upon the handing over of the detention
certificate (Emergency Detention Certificate - DET1, or Short Term Detention
Certificate - DET2) to the Hospital Manager for the Acute General Hospital. This
form must be sent to Health Records for processing or the detention is not valid.
The Hospital Manager must ensure that Liaison Psychiatry are informed of the
detention to ensure timely review. Arrangements must also be in place to
ensure the correct processing of detention papers, through the medical records
department and patients must be provided with written information and verbal
explanation of their rights as detained patients. The Mental Welfare
Commission website provides information for patients detained in hospital. -
Preparation-CarePlans-

PeopleSubjectToCompulsoryCareTreatment October2021.pdf
(mwcscot.org.uk)
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10.5

10.6

11.

11.1

11.2

Community follow-up after discharge from Acute General Hospital: if a patient
has been assessed for detention whilst in the acute general hospital, whether
they have been detained or not, the doctor responsible for the assessments
must ensure communication, as soon as practicable, with the patient’'s GP and
appropriate community services, including those for mental health or learning
disability, to enable suitable follow-up arrangements. If the assessing doctor
is not able to undertake this communication directly, he or she must ensure it
happens through appropriate handover.

Parallel use of incapacity legislation and common law: in the Acute General
Hospital setting the MHA is often applied in circumstances where concurrent
investigation and treatment of acute medical problems is also required;
consideration should in such circumstances be given to the use of the Adults
with Incapacity Legislation. Guidance can be found within the Mental Welfare
Commission website - guidance re ‘Consent to Treatment’ -
consent_to_treatment 2018.pdf (mwcscot.org.uk). and the 2025 guidance
Right to treat It is not possible to include in this guidance all eventualities and
discussions on such cases should involve discussion with an AMP.

Emergency Admission of Patients Subject to a Community Compulsory
Treatment Order (cCTO)

Powers to convey and detain the person: where a patient fails to comply with
any community-based compulsory measure specified in a Compulsory
Treatment Order or an Interim Compulsory Treatment Order, the Responsible
Medical Officer (RMO) can exercise two powers under Section 113(4) and (5)
of the Act:

e The power to take the patient or to have the person taken into
custody and conveyed to a hospital

e The power to detain the patient in hospital for a period of 72 hours
beginning with the patient’s arrival in hospital.

Section 112 can be exercised with respect to a lack of compliance with the
"attendance requirement" alone. (The attendance requirement is the
compulsory measure which can be specified in a CTO or interim CTO by way
of section 66(1) (c) of the Act.) This section confers the power to recall a
person to a healthcare facility to give medical treatment. This is usually for
the administration of a long-acting depot anti-psychotic and will be covered by
a T3 consent to treatment certificate. It is not an emergency power to facilitate
admission to hospital.

Before this stage is reached however the RMO must be satisfied that:

e Allreasonable steps have been taken to contact the patient following
the patient’s lack of compliance with the compulsory measures

e The patient has been afforded a reasonable opportunity to comply
with the compulsory measure in a case where contact has been
made with the patient
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11.3

11.4

12.

12.1

e |t is reasonably likely that there would be a significant deterioration
in the patient’s mental health if the patient were to continue to fail to
comply with the compulsory measure and

e |tis necessary as a matter of urgency to exercise the power to take
the patient, or have the patient taken into custody in terms of Section
113(4) of the Act.

It would be expected that the RMO will come to a decision to use these recall
powers after minuted multidisciplinary team discussion with as many people
as possible involved in the patient’s care plan e.g. MHO, Key worker, CPN,
GP, named person. This will be dependent on the degree of urgency and any
potential risk to patient or others. In non-urgent situation where possible, after
Multi-Disciplinary Team discussion, the RMO should write to the patient urging
compliance and contact within a reasonable timescale prior to using these
powers.

Once a person is subject to Sections 113, they are in effect detained in
hospital. This means that the powers and arrangements described in this
psychiatric emergency plan to return a detained person to hospital, are valid.

A patient on a Compulsory Treatment Order in the community may become
acutely unwell requiring emergency admission. If possible, this should happen
with the patient’s agreement, although the patient would remain subject to the
Compulsory Treatment Order. If the patient refused admission the psychiatric
team involved, or out of hours the AMP would need to identify whether the
Compulsory Treatment Order authorises in its existing powers, admission
under compulsion or not i.e. whether the order is hospital or community based.
If this was authorised the patient should be compelled to be transported and
admitted as above. However, if there were no powers to admit or if the
situation was unclear, e.g. out of hours when records are not readily available,
the clinical team involved should consider whether double detention using
Emergency Detention Certificate or Short Term Detention Certificate in
addition to the Compulsory Treatment Order is needed. Once the patient is
admitted to hospital their RMO would need to consider, with the team and
MHO, the continued need for detention and an application for variation in the
powers of the Compulsory Treatment Order (Section 114).

Revocation of Suspension of Detention

A patient subject to detention who has improved to the stage of being out of
hospital on a suspension order may become acutely unwell requiring
readmission to hospital. If possible, this should be done with the patient’s
agreement. In the situation where the patient refuses readmission, the
Responsible Medical Officer or their Approved Medical Practitioner
representative (e.g., out of hours, the on-call Specialist Registrar or
Consultant), should revoke the suspension, thereby compelling transport and
readmission to hospital.
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12.2

12.3

13.

13.1

13.2

13.3

Within hours a non-statutory form should be filled in and notice given to the
patient, out of hours the on call Approved Medical Practitioner should verbally
instruct revocation to the clinical team managing the emergency and should
inform the appropriate day time Responsible Medical Officer as soon as is
practicable — ideally at the start of the next day to allow the necessary
paperwork to be completed.

If the situation is unclear and readmission is required against the patient’s
wishes, double detention using Emergency Detention Certificate or Short
Term Detention Certificate may be the safest legal option to buy time allowing
the next working day for a decision to be made by the Responsible Medical
Officer and clinical team about suspension/revocation. Detention should be
carried out by an AMP in these circumstances, where possible.

Care of the Patient during Detention

At an appropriate time, hospital staff will debrief the patient about his or her
experiences during admission. There will be occasions when this debrief will
have to be deferred until such times as the patient has recovered the capacity
to understand the process of admission.

It is incumbent upon all statutory services to act in the best interests of patients
to deliver high quality care and to treat patients with respect and dignity at all
times. All procedures should be directed towards the best overall interests of
the patient, being based on the principle of minimum necessary force or action
to achieve a desired outcome and be carried out in a safe, professional and
competent manner. A pragmatic approach should also be taken to ensure the
smooth running of any function discharged under the Act, with good
communication being essential.

The underlying principles of the Act relating to the care of the patient should
be adhered to at all times. The following points of best practice relating to the
care of the patient reflecting the principles should be adhered to:

e Patients have a right to be informed about detention decisions using
language and in a way that is easily understood

e Patients have a right to be informed about all aspects of the detention
procedure and to be updated throughout this. Staff should not assume
that this will be easily understood by the patient and allow for this

e Staff should respect any race, cultural, gender or ethnicity issues.

¢ Any delay in the detention of the patient or transfer to hospital should be
minimised

e Allowances should be made for any complaints raised and procedures
should be in place to allow for this by patients and/or relatives

e Relatives/carers should be informed about all aspects of the detention
procedure and allowed to accompany the patient to hospital wherever
reasonably possible

e There may be situations where a patient does not wish carers to be
informed or involved. The team must consider the situation in relation to
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the patient’s capacity, reasons and potential outcomes. The level of
information can be decided by the team with regard to the patient’s wishes
at present and as laid out in any advanced/personal statement

e Confidentiality must be maintained at all times, whilst being aware of the
situational context of the detention and the potential presence of relatives

e Physical restraint of the patient is undesirable and should only be used as
a last resort. It should only be used by those who are competent to do so;
in a community setting this is likely to be police officers as it is highly
unlikely there will be sufficient numbers of nursing staff trained in level 4
restraint in a community setting. The decision to restrain a patient within
a community setting will be based on clinical judgement and assessment
of the risk posed by the patient to either self or others. The full document
on the Rights, Risks and Limits to Freedom can be found at:
..\RightsRisksAndLimitsToFreedom_March2021.pdf

e To enforce the certificate, circumstances may arise where restraint will be
appropriate. Restraint has to be a proportionate response to the needs of
the patient and the assessed level of risk. All staff involved in the use of
restraint must be appropriately trained in doing this. Circumstances where
restraint may be appropriate include:

e Preventing the patient from leaving the custody of staff

e Where there is a risk of harm to the patient or others

e Facilitating the transport of the patient to hospital or a place of
safety

e Prevention of violence and self-harm.

e |t is important that all staff, both in hospital and community settings,
consider the need to do what is reasonable in the circumstances to
prevent any reasonably foreseeable harm to the patient and staff (Duty of
Care) and follow relevant policies to manage these situations.

Any observation of patients should be conducted in the least oppressive way possible

13.4 Patients detained under an English, Welsh or Northern Irish hospital based
order are liable to be detained in hospital in Scotland until transfer back to their
local unit can be arranged. Any police officer can detain the patient in a public
place and convey them to the local psychiatric hospital e.g., REH or SUH. The
patient is only liable to be detained if additional medical treatment is required
e.g., medication, then either the criteria for urgent medical treatment must be
met or an assessment for a STD should take place

Reciprocal powers exist for Scottish patients who are in other parts of the UK.

It is expected that the transfer of the patient back to the local unit would take
place as soon as possible.

Specific arrangements have been negotiated regarding psychiatric
emergencies at Edinburgh Airport. MHAS can provide advice and the
appendices include guidance at Edinburgh Airport (Appendix 6.10).
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14.

141

15.

Designated Places of Safety

The place of safety within the Mental Health (Care and Treatment) (Scotland)
Act 2003 means a hospital, premises which are used for the purposes of
providing a care home or another suitable place (other than a police station and
not a GP Practice) the occupier of which is willing to temporarily receive the
mentally disordered person.

e In Edinburgh, Midlothian and East Lothian the designated places of
safety are: The Royal Edinburgh Building on the Royal Edinburgh
Hospital site and The Accident and Emergency Departments of the
Royal Infirmary.

e In West Lothian the designated place of safety is: The Accident &
Emergency Dept at St John’s Hospital, Livingston

Section 297 of the Act provides that if no place of safety is immediately
available, a police constable may remove a person to a police station but the
patient should be removed from the police station as soon as possible to a
suitable place of safety.

References

Mental Health (Care & Treatment) (Scotland) Act 2003

Mental Health (Care & Treatment) (Scotland) Act 2003 Code of Practice

Potentially Violent Mentally Disordered Persons in The Community -
Community Care Circular 3/1999

Rights, Risks and Limits To Freedom — A Mental Welfare Commission Good
Practice Guide March 2021 RightsRisksAndLimitsToFreedom March2021.pdf
(mwcscot.org.uk)

Standard Operating Procedures for Reporting Persons Missing from Mental
Health In-patient Services within REAS and from St John’s Hospital Site
(Version 4)
http://intranet.lothian.scot.nhs.uk/Directory/pireas/policiesandprocedures/Documents
/missing person.docx
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16. APPENDICES

Appendix 1: Definitions & Abbreviations

Advance
Statement

AS

Section 275 (MH (C & T) (S) Act 2003. A written,
witnessed document made when the patient is well,
setting out how he or she would prefer to be treated
(or not treated) if they were to become ill in the future.
The Tribunal and any doctor treating the patient must
have regard to the advance statement, they must
send the Commission a written record of the ways
they have worked out with these instructions and the
reasons why, if the advance statement is not
followed.

Ambulance
Categories

EMERGENCY - require an immediate response.
The vast majority of these calls result from 999 calls.
Calls received from the control rooms of other
emergency services are also included in this
category.

URGENT - require a response within a specific time.
These normally come from the detaining doctor or
other professionals who have arranged admission for
their patient and the time arranged is normally the
time of admission into hospital.

Ambulance
Control Centre

ACC

The Scottish Ambulance Service control room at
which all emergency and urgent calls are received

Approved
Medical
Practitioner

AMP

Section 22 (MH (C & T) (S) Act 2003. A medical
practitioner who has been approved by a NHS Board
or by the State Hospitals Board for Scotland as
having special experience in the diagnosis and
treatment of mental disorder. An approved medical
practitioner will often be a consultant psychiatrist.
Only an approved medical practitioner can grant a
short-term detention certificate and at least one of the
two mental health reports forming part of a
compulsory treatment order application must be
provided by an approved medical practitioner.

Authorised
Person’s
Warrant

Section 292 (MH (C & T) (S) Act 2003. Authorises a
person to enter the premises of another person where
the person entering the premises has already been
given the authority under another provision of this Act
to take the person to another place or into custody.
This could happen, for example, in a situation where
a patient has absconded and a person who has been
authorised under Section 303 (MH (C & T) (S) Act
2003 to take that patient into custody or to return them
to hospital requires entry to the premises where the
patient has been found.
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Carer

A person, perhaps a partner, relative, friend or
neighbour who is looking after another individual who
has care needs because of illness or frailty.

Community
Mental Health
Team

CMHT

A Multi-disciplinary team providing care, treatment
and support to the patient while they are in receipt of
mental health services. It would be expected that the
team would be made up of, where appropriate and
relevant, medical practitioner(s), a mental health
officer and other social workers, Community
Psychiatric Nurses, psychologists, Occupational
Therapists etc.

Community CPN | A registered mental health nurse who contributes to

Psychiatric the care and treatment of individuals with mental

Nurse health difficulties in a community setting. Their
primary role is the assessment, planning and
implementation of individualised support
programmes addressed to meet the mental
healthcare needs for those individuals within their
allocated caseload. Central to their work is liaison

CPNE | with other health and social care professionals and

other relevant agencies involved with the individuals
within their caseload. CPNE is a CPN who works in
the Older Adult service areas

Community CLDN | A registered learning disability nurse who contributes

Learning to the care and treatment of individuals with a learning

Disability Nurse disability in a community setting.

Co-ordinating CCN | Charge Nurse who manages hospital resources and

Charge Nurse responses on a shift by shift basis

Designated DMP | Section 233 MH (C & T) (S) Act 2003. An

Medical appropriately qualified and experienced medical

Practitioner practitioner who is appointed by the Mental Welfare
Commission to provide a second medical opinion with
respect to certain medical treatments being given
under Part 16 of the Act.

Detaining Doctor Doctor taking responsibility for determining that a
patient requires detention under the MH (C&T) (S) Act
2003. This can be any registered medical practitioner
but must be an Approved Medical Practitioner (AMP)
when a short-term detention certificate is utilised.

Emergency EDC | Section 36(1) MH (C & T) (S) Act 2003. A certificate

Detention issued that extends a period of short-term detention

Certificate by three days to allow for the preparation of an

application for a Compulsory Treatment Order where
a change has occurred to the patient’'s condition.
Section 98 MH (C&T) (S) Act 2003 extends the
detention period for a previously detained patient for 5
days after the expiry of the detention certificate where
a Compulsory Treatment Order is being applied for.
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General
Practitioner

GP

A fully registered medical practitioner providing
primary care services within a community based
practice.

Independent
Advocate

Section 259 (MH (C&T) (S) Act 2003. Person who
enables the patient to express their views about the
decisions being made about their care and treatment
by being a voice for the patient and encouraging them
to speak out for themselves. An independent
advocate is employed by an advocacy organisation
which is not directly funded or run by the NHS Board
or local authority. All people with mental disorder have
a right to independent advocacy, not only those
subject to compulsory measures.

Management
Plan

the foundation of a patient's treatment after an initial
admission and treatment, based on the patient's
medical condition and treatment preferences, as well
as recommendations by doctors, nurses, or other
healthcare professionals

Mental Disorder

Means any mental illness, personality disorder or
learning disability however caused or manifested; and
cognate expressions shall be construed accordingly.
A person is not mentally disordered by reason only of
any of the following sexual orientation, sexual
deviancy, transsexualism, transvestism, dependence
on, or use of alcohol or drugs, behaviour that causes
or is likely to cause harassment, alarm or distress to
another person or acting as no prudent person would
act.

Mental Health MHO | Section 32 MH (C&T) (S) Act 2003. Officers of the

Officer local authority (Social Workers) who meet certain
requirements on qualifications, training, experience
and competence with respect to persons with mental
disorder.

Mental Welfare MWC | The Mental Welfare Commission for Scotland is a non

Commission — departmental public body, responsible for
safeguarding the rights and welfare of people in
Scotland with a learning disability, mental illness or
other mental disorder. The Commission was original
established by the Mental Health (Scotland) Act 1960.

Named Person NP Section 250 MH (C&T) (S) Act 2003. A ‘named

person’ is someone nominated by a person in
accordance with the provisions of the Act to support
them and protect their interests. The named person is
entitled to receive certain information about the person
and to act on behalf of the person in certain
circumstances and at certain times set out in the Act.

Nearest Relative

There are occasions in the Act where the nearest
relative is given information about a person coming
under the provision of the Act such as when a person
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is removed to a place of safety. Section 254 MH (C&T)
(S) Act 2003 sets out a list of the people who will be
considered in identifying a person’s nearest relative.

Nurses’ Holding
Power

Section 299 MH (C&T) (S) Act 2003. A power that can
be exercised by nurses ‘of a prescribed class’, to
detain a patient for up to two hours, while awaiting a
medical examination. Where necessary the detention
may be extended by up to one hour while the medical
examination is carried out. This only applies to
Registered Mental Nurses or Registered Learning
Disability Nurses

Patient

In this document the term ‘patient’ is used as
equivalent to client, service user or other terms which
may be used to describe the person who is being
assessed as possibly requiring detention.

Patients Welfare
Attorney

The person appointed, who has the legal power, to
make decisions about the health and welfare of
someone if they loose the capacity to do so for
themselves.

Place of Safety

Section 300 MH (C&T) (S) Act 2003 defines a place of
safety as a hospital, premises which are used to
provide a care home service or any other suitable
place (other than a police station) where the occupier
is willing to temporarily receive a person with mental
disorder. However, if no place of safety is available, a
police officer may remove a person to a police station
which should then be treated as a place of safety for
the purposes of the person’s detention.

Qualified
Ambulance
Technician

QAT

A Qualified Ambulance Technician is a member of
staff who works on the Accident and Emergency
Service of the Scottish Ambulance Service. He or she
may also be a qualified paramedic.

Registered
Mental Nurse

RMN

A qualified nurse under part 3 of the register by the
Nursing and Midwifery Council who specialises in the
provision of care for people with mental health
problems.

Removal Order

RO

Section 293(1) MH (C&T) (S) Act 2003. An order
granted by a sheriff or a justice of the peace. It
authorises certain persons to enter the premises of an
individual at risk in order to remove them to a place of
safety.

Responsible
Medical Officer

RMO

Section 230 MH (C&T) (S) Act 2003. A fully registered
medical practitioner who must be an Approved
Medical Practitioner who is appointed by hospital
managers.

Royal Edinburgh
& Associated
Services

REAS

This is the collective name for services and sites
managed by the Royal Edinburgh Hospital.

102




Scottish SAS | The Scottish Ambulance Service

Ambulance

Service

Short -Term STDC | Section 44(1) MH (C&T) (S) Act 2003. This is a

Detention or certificate subject to strict criteria. It authorises the

Certificate STD | detention of a person in hospital for a period of up to
28 days.

Social Worker SW An officer of the local authority who has achieved
appropriate qualifications and experience in the
assessment and delivery of social care needs.

Specialty Doctor | SD A fully registered medical practitioner who has

achieved further qualifications within their chosen field
of medical practice.

Trainee (medical)

A fully registered medical practitioner working within a
medical speciality as part of their ongoing training
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Appendix 2: List of emergency contact telephone numbers

Police - Area Control Room (ACR)

0131 440 6801

Edinburgh

Older Adults Rapid Response Team
Mon — Sun 8am — 6pm

0131 537 6882
(or via switchboard
0131 537 6000)

East Lothian

East Lothian MHOs:
Monday - Thursday 9am — 5pm
Friday 9am —4pm

01875 824 309

General enquiries
Out of Hours
Edin SW Services

0800 7316969
0131 200 2324

East Lothian Mental Health Services:

IHTT East Lothian Community Hospital 01620 642910
Mob 07483 991057

Midlothian

Duty MHO 07771 845 748

Monday — Thursday 9am — 5pm

Friday 9am — 4pm

General MHO enquiries Out of Hours:)

0800 7316969 ( this
goes to Edinburgh
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Midlothian Mental Health Services
Adult 18-65 8am — midnight Tel:

For referrers (Out of Hours including
Functional over 65)

8am — midnight - IHTT

After midnight to 8am -MHAS

Mental Health and Resilience service 18-65
Crisis and or distress with mental
health and mental well being 8am -
10pm

Over 65 Mon- Fri 9-5
Older Adult- 0131 5379878

0131 536 8300 ask for
Home Treatment Team
(redirected to MHAS at
midnight )

07924 823 888
0131 536 8300

08001182962

West Lothian

MHO Service
Monday —Thursday 8.30am — 5pm
Friday 8.30am — 4pm

Mental Health Officer Office

01506 282252

Social Care Emergency Service
Out of Hours Social Work inc MHO

01506 281028
01506 281033

Psychiatric Service St. John's Hospital
main switchboard

01506 523000

Other Services

Edinburgh Crisis Centre
Smith’s Place, Edinburgh EH6 8NR
Open 24/7 hours

0808 801 0414

Advocacy Services -Please note no out-of-
hours provision — day time numbers only

Edinburgh

Advocard - Mental Health (functional) all ages
REH, Morningside Place, Edinburgh.
Advocard, 332, Leith Walk, Edinburgh
Partners in Advocacy — Learning Disability,
Dementia ( and other organic mental health
problems) — all ages

0131 537 6004

0131 554 5307
0131478 7723 /7724

East Lothian
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CAPS Mental Health, ages 18-65 — general
queries

CAPS Mental Health, ages 18-65 — individual
advocacy Tel:

EARS Advocacy — Mental Health — ages 65+
Partners in Advocacy — Learning Disability —
ages 16+

0131273 5118

0131273 5118

0131 478 8866
0131478 7723 /7724

West Lothian

Mental Health Advocacy Project — Mental
Health — all ages

EARS Advocacy — Mental Health — ages 65+ &
Advocacy for Learning Disability

01506 857230

01506 205840

Midlothian

CAPS Mental Health, ages 18-65 — general
queries

CAPS Mental Health, ages 18-65 — individual
advocacy

EARS Advocacy — Mental Health — ages 65+
Partners in Advocacy — Learning Disability —
ages 16+

0131 273 5118

0131 273 5118

0131 478 8866
0131478 7723/ 7724

Animals

Pet Care Network

(Fostering of pets & Transportation to Vets)
Edinburgh Dog & Cat Home

(Rehoming, pet care and boarding)

0131 476 0022

0131 669 5331

West Lothian Justice of the Peace in
Livingston can be contacted on the

Justice of the Peace Court numbers

Monday — Friday 9am — 4pm.

There is an out of hours Justice of the Peace
rota which is accessible to all MHOs working
with West Lothian Council.

01506 402414
or
01506 402400.
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Appendix 3: Summary of roles and responsibilities

All of those involved in the detention of a patient should work in concert, in a co-
operative way, to engender mutual support and to minimise the distress to the patient.

The escort is responsible for:

e Accompanying the patient to hospital
e Ensuring that detention papers are given to hospital staff
e Assisting the patient and explaining events to him or her

The detaining doctor in attendance is responsible for:

e The detaining doctor can be any registered medical practitioner but must be
an Approved Medical Practitioner when a short-term detention assessment
is undertaken and a certificate is granted.

e Where possible co-ordinating the time and place of the assessment with the
necessary parties

e Requesting police presence if that is necessary and supplying the police with
details that enable them to assess the level of response that will be
necessary to ensure the safety of all concerned

e Examining the patient, to assess the nature and seriousness of any mental
disorder and to ascertain the need for further assessment or treatment in
hospital

e Determining the use of and Emergency Detention Certificate or a Short Term
Detention Certificate in consultation with others as appropriate

e Ordering the ambulance

e Ensuring that all parties are briefed before and after the assessment

Liaising with others involved in the assessment and making a medical

recommendation where appropriate

Completing the necessary MH(C&T)(S)A'03 form

Making arrangements for the patient to be escorted if required

Handing over forms to the escort

Arranging a hospital bed where needed

Mental Health Officers are responsible for:

e Considering whether to consent to the detention of the patient, interviewing
the patient, ascertaining where possible the name of the patients named
person, advising the patient about independent advocacy services and
supporting the person to make use of this service

e Assessment of any possible alternatives to the proposed period of formal
detention. The MHO should therefore make sure that as many forms of
informal and less restrictive treatment as practicable have been explored
before consenting to the last resort of compulsory detention (Code of
Practice volume 2 Chapter 7)

e Ensuring the welfare of the patient, whether detained or not
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e In discussion with and with consent of, the patient, ensuring that their carer
and/or nearest relative has/have been informed

e Security of property and premises

e Arranging short term care of any children or pets.

Ambulance Control Centre (ACC) is responsible for:

e Taking details of the detaining doctor’s call requesting an ambulance

e Referring the call request to the Duty Manager for prioritisation decision

e Ensuring that an ambulance is allocated to arrive at the requested address,
if at all possible, at the requested time

e Giving the ambulance crew full details to enable them to carry out the request

e Informing the detaining doctor or other designated contact of any delay or
difficulty in providing the requested ambulance

e The ACC will provide the doctor with an incident number on request

Scottish Ambulance Service Qualified Ambulance Technicians and Paramedics
in Attendance are responsible for:

e Receiving the journey details from CAC

e Co-operating with the request of the detaining doctor or MHO over the
method and timing of assistance

e Co-operating with others present at the assessment, including the MHO,
doctors and the police

e Contributing to the care and physical well-being of the patient (and others
present) by conducting an assessment of any other relevant or significant
illness or injury

e Making a record of the call to the patient, including information given by the
medical practitioner or AMP regarding any medication the patient is using

e Passing information to the hospital on their arrival.

Police Scotland are responsible for:

e Taking details of the call from the detaining doctor or MHO

e Ensuring that a supervising officer is made aware of the incident

e If the patient is deemed to be violent / potentially violent ensuring that where
at all possible, an appropriate officer attends at, or participates in, any joint
risk assessment and/or briefing

e Ensuring that an appropriate police presence is allocated to arrive at the
requested address, or briefing location, if at all possible, at the requested
time

e Taking necessary action, including the use of physical restraint when
necessary to prevent the patient harming themselves or others, with a view
to effecting the admission in as peaceful a way as possible whilst striving to
ensure the safety of all concerned - in doing so, they will liaise with the
ambulance crew, the detaining doctor or MHO over the method and timing
of assistance, particularly where violence or aggression is expected. Police
are not permitted to restrain patients for the purpose of sedation.
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In certain circumstances, travelling as an escort to the patient in the
ambulance and where it is considered necessary, transporting the patient in
a police vehicle

At the conclusion of any such incident, at a supervisory level, discussing with
other professionals involved in the incident, any concerns of the police and
raising these with the E&D Sergeant from the Preventions, Interventions and
Partnerships Department.

The Local Base Hospital is responsible for:

Having in place a system for identifying and contacting the relevant AMP
when contacted by a primary care registered medical practitioner in
psychiatric emergencies

Having in place agreed protocols for Bed Management and for taking the
responsibility of finding a bed once a person has been detained

Having in place a process for ensuring patients are cared for safely whilst
they await the allocation of an available bed for admission

Where a GP has had no time to contact the AMP or MHO due to clinical
urgency, the admitting hospital will inform the relevant AMP in order to
ensure that the necessary arrangements are made to review the detention
as soon as is practicable
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Appendix 4: Action Cards for Key Professions
(MHO / Detaining Dr / Hospital Manager)

MHO ACTION CARD
INCIDENT: Psychiatric Emergency

SERVICE/ORGANISATION: Mental Health Officer

LOCATION: Lothian Wide

CONTACT INFORMATION: Edinburgh — SCD — 0131 200 2325 / 2324
Out of Hours: 0800 731 6969

West Lothian — MHO Office 01506 282252
Out of Hours — MHO & SW 01506 281033

East Lothian — 01875 824 309
Out of Hours — 0800 731 6969

Midlothian - 07771 845 748
Out of Hours — 0800 731 6969

Responsibilities of service / organisation during a psychiatric emergency (What
should be expected/provided)

Ensure prompt response

Assess risk

Obtain warrants (where necessary)
Assess Patient

o=

IMMEDIATE ACTIONS TO BE TAKEN

DONE

Mental Health Officer to contact referrer by telephone within 30 minutes of
1 | referral and attend in person within 60 minutes (where geographically
possible)

Assess and share information on risk with partner agencies. Undertake a
joint risk assessment or ‘triage discussion’ when support from Police
Scotland is required. See triage procedure. Support partners appropriately
and work together to minimize risk and distress to person in crisis.

Apply for warrants under s35, 292, 293, 294 of the MH Act. Police assistance
will be required to execute the warrant and Triage Procedure should be
3 | followed by MHO and partner agencies. MHO must inform Police which
warrants have been granted and ensure officers in attendance have sight of
them.

Assess requirement for detention under the Mental Health Act with
appropriately qualified medical practitioner
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PRIORITIES

DONE

Prompt response

Assess risk and share information with partner agencies

Ensure criteria and principles of the MH Act are followed

If detained ensure the patient is made aware of their rights and that property
is secure and pets taken care of.

nall I N

GP ACTION CARD

INCIDENT: Psychiatric Emergency in Community
DEPARTMENT: Primary Care
LOCATION: Community

Emergency Detention Certificate
The criteria which must be met are laid out in section 36 of the MHA(1). The medical
practitioner must consider it likely that:
o the patient has a mental disorder; and
e because of that mental disorder, the patient's decision-making ability with
regard to medical treatment for that mental disorder is significantly impaired.
e itis necessary as a matter of urgency to detain the patient in hospital in order
to determine what medical treatment should be provided to the patient for the
suspected mental disorder
« there would be a significant risk to the health, safety or welfare of the patient
or to the safety of another person if the patient were not detained in hospital;
and
e Making arrangements with a view to granting a short-term detention certificate
would involve undesirable delay. It should be noted that the above conditions
are cumulative: that is, that all five conditions must be met before the
emergency detention certificate can be granted. (1)

Short Term Detention Certificate

A short-term detention certificate should be granted, wherever possible, in
preference to an emergency detention certificate, where this is practicable and
where the relevant detention criteria have been met.

A short-term detention certificate is the preferred ‘gateway order’ because, as
compared with an emergency detention certificate, it can only be granted by an
approved medical practitioner; the consent of an MHO to the granting of a short-term
detention certificate is mandatory; and it confers on the patient and the patient's
named person a more extensive set of rights, including the right to make an
application to the Tribunal to revoke the certificate’. Mental Health (Care and
Treatment ) (Scotland) Act code of practice 2003

Responsibilities of GP

1. Ensure safety of staff and patients

111




2. To ensure appropriate patient care and deployment of appropriate form of
section under the mental health act

3. All of those involved in the detention of a patient should work in concert, in a
co-operative way, to engender mutual support and to minimize the distress to
the patient.

DONE

Danger during Assessment

If during any assessment danger / violence is perceived by GP they should
phone 999 ask for police assistance

1a) Initially GP leaves and only remains if safe to do so

1b) Following discussion with police if custody is deemed inappropriate,
GP completes emergency detention and person is conveyed to identified
ward at Mental health hospital.

Given immediate danger it would be appropriate for police =/-ambulance
to be involved in transferring patient to hospital.

Given emergency nature and that ongoing assessment is required in
hospital, it may be impossible to inform the MHO for in person review, but
if time permits GP should discuss the case with MHO.

Facilitating Appropriate Care; Patient potentially detainable but
willing to receive treatment /Assessment

If patient is willing to receive psychiatric help, it maybe that an emergency
detention is not the best solution.

In Hours Options for those under 65
Lothian

1. For emergency referrals requiring same day input, call MHAS (Mental
Health Assessment Service) on 0131 537 6000 to discuss

2. Urgent mental health referrals are seen within 5 days and can be made
via sci gateway and discussion with relevant CMHT

e North East: 0131 537 4530

e North West: 0131 315 2026
e South East: 0131 536 9460
e South West: 0131 537 8650

3. In circumstances where patient is already known to the locality CMHT,
they should be alerted to arrange urgent review

Out of hours

1. For emergency referrals requiring same day input, call MHAS (Mental
Health Assessment Service) on 0131 537 6000 to discuss

East Lothian
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Urgent referrals made via IHTT Phone Number 01620 642910

e The person is experiencing severe level of mental distress
e The person and/or others are at risk due to this mental distress
e Admission is being considered

The shift coordinator will call you back immediately to discuss your referral.

IHTT in East Lothian works from 8am to 12 midnight. From 12 midnight to 8am
all urgent/emergency cases will be seen in the MHAS suite at the Royal
Edinburgh Hospital.

Mid Lothian
In hours

e The person is experiencing severe level of mental distress
e The person and/or others are at risk due to this mental distress
e Admission is being considered

IHTT same day assessment, when making a referral we ask initially for a
telephone discussion of the referral on 07976842093 once accepted a letter
referral sent either via sci gate way or to the team inbox for
TRAK  IHT.Team@nhslothian.scot.nhs.uk

West Lothian

In hours, please contact St John's Hospital, Livingston, on 01506 523000 and
ask for the ACAST duty bleep.

Over 65
Rapid Response Team (Edinburgh patients only)

Referrals to the RRT are for people who require a rapid response to a mental
health crisis.

Patients must be seen by referrer within 24-48 hours prior to referral and a
delirium screen should be completed.

All referrals to RRT require a telephone call to the service prior to sending
electronic referral forms.

How to refer:
The RRT referral line is: 0131 537 6882

Referrals will only be accepted via the number above. SCI Gateway forms
should be submitted to Older People Mental Health Services (North or South).

Midlothian
In hours

e The person is experiencing severe level of mental distress
e The person and/or others are at risk due to this mental distress
e Admission is being considered

Older Adult Referrals : 0131 5379878
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Deployment of Emergency Detention
Situation A: Patient detainable but no immediate danger identified

If patient is detainable but not willing to receive assessment or treatment but no
immediate pressing danger identified, (for example those who are neglecting own
welfare due to mental health condition) the GP should contact the MHO to
discuss and arrange an MHO assessment and contact sector psychiatrist, to
consider feasibility of arranging a short-term treatment order.

During this discussion it should be considered whether a triage meeting is
necessary. Police Scotland should only be involved where individuals have a
history of aggression, have made threats recently or where current presentation
includes threatening /aggressive behaviours.

A triage meeting between Police Scotland / assessing doctor / MHO and any
other relevant person such as the CPN should take place the day before any
planned section, where possible. In an emergency it may take place in ‘real
time’. If there is time to plan such a meeting, contacting the sector psychiatrist
would be advisable to again consider whether a STD certificate.

MHO/assessing doctor should initially call 101 to arrange police assistance, or
999 in an ongoing emergency. A brief summary of the circumstances will be
provided to control room staff, to allow for the initial assessment of threat, risk
and harm. This should be followed by a request to speak to the relevant duty
Inspector/Sergeant for the local area, to discuss police assistance with a
psychiatric emergency. The Call Handler should be advised that this is agreed
protocol within the Lothian PEP. Duty Inspector/Sergeant will aim to call back
within 20 minutes. Initial information regarding potential/identified risks, needs
and reasons for police assistance being required will be shared.

If a more in-depth triage meeting is felt necessary the MHO / assessing doctor
making initial contact with police, will co-ordinate the meeting, inviting relevant
partners including sector psychiatrist, ideally this would be at least a day prior to
an emergency detention.

Focus of the discussion will be on how to effect entry to the individual’s home
address, relevant prior offending history and potential risks, the role of each
organisation and transport to hospital as safely as possible. Police will only
transport an individual in exceptional circumstances and other means should
routinely be organised by the detaining doctor/MHO.

Detention paperwork may be conveyed to the Duty Coordinating Charge Nurse
at Royal Edinburgh Hospital: by the MHO or via SAS or Police who are attending
the patient.

Situation B Patient detainable and danger to self and are actively refusing
assessment or transport

Those who have assessed the patient as needing an emergency detention have
a duty of care to the patient in this situation and should it be safe to do so must
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stay with patient. This could be either the MHO or GP, in some circumstances
both practitioners may be required to stay to ensure safety of all.

If there is any risk of violence to the practitioners or relatives, the GP should get
to a place of safety and call 999.

If the MHO / GP and ambulance are unable to persuade the patient to get into
the ambulance, police can be contacted on 101 if there are concerns about
violence or absconding, to discuss involvement and facilitation of escorting the
patient to hospital. If police do not believe their involvement is appropriate or
advise the necessity of a warrant, the involvement of sector psychiatrist and
mental health officer in the procurement of warrants may be the most appropriate
route.

Informing Royal Edinburgh Hospital Patient Coordinator

GP to inform SCN Patient Coordination / Coordinating Charge Nurse of detention
on 07973660068 or 0131 537 6000 page 7005 and be advised by them of the
admitting ward. Ambulance staff can convey detention forms and referral letter
to hospital with the patient.

Transport

GP should arrange. Mode of transport should be informed by triage discussion
and or risk assessment.

Patient transport can be requested through the Flow Centre: 0300 0134 000. If
time frame is greater than one hour, then a one hour ambulance is requested
but whether this happens will be dependent on ambulance availability.

Contract taxis could be used to facilitate admission but a Clinician or MHO would
need to travel with the patient to the Royal Edinburgh Hospital

PRIORITIES

DONE

1. | Where possible, coordinating the time and place of the assessment with the
necessary parties

2. | Examining the patient, to assess the nature and seriousness of any mental
disorder and to ascertain the need for further assessment or treatment in
hospital

3. | Ensuring the most appropriate detention order is applied to the patient and
referring to sector psychiatry accordingly.

4 | Liaising with Hospital Patient Coordinator / Coordinating Charge Nurse and
requesting appropriate transport ambulance via Flow Centre

4. | Liaising with others involved in the assessment and making a medical
recommendation where appropriate
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Completing and signing the necessary MH(S)A form

Liaising with police in a triage meeting and requesting police presence if
that is necessary and supplying the police with details that enable them to
assess the level of response that will be necessary to ensure the safety of
all concerned.

Providing referral information and appropriate mental health act forms.

Useful Documents

e Mental Health Care and Treatment Act 2003 Pertaining to Emergency
Detention

e Emergency detention Certificate

e Short Term detention Certificate
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HOSPITAL MANAGER ACTION CARD
INCIDENT: Psychiatric Emergency
SERVICE/ORGANISATION: NHS Lothian

LOCATION: Lothian Wide

CONTACT INFORMATION: Royal Edinburgh Hospital 0131 537 6000
(Request duty manager for Midlothian Community Hospital 01314541001
department through relevant East Lothian Community Hospital 01620642700
Hospital Switchboard) SJH MH & Acute General Hospital 01506523000

Royal Infirmary Edinburgh 01315361000
Western General Hospital 01315371000
Royal Hospital for Children and Young People
01315361000

Responsibilities of service / organisation during a psychiatric emergency (What
should be expected/provided)

The Act places responsibility to discharge certain functions on Hospital Managers. In
effect this is the NHS Board who delegates the functions listed below to a variety of
managers / individuals. To ensure consistency throughout the document we have
used the term ‘Hospital Manager’. The person, or persons, who discharge these
functions should be clearly identified locally.

The role may be delegated to one or a combination of the following:
e Medical Records Officer
Coordinating Charge Nurses
Duty page holders
SCN Patient Coordination / Bed managers
Senior Charge Nurses
Nurse in Charge of specific shift
For Acute General services this includes Ward / Unit Senior Charge Nurse or
Clinical Coordinators
It is the responsibility for each locality / hospital to identify who carries out this function
at a local level. There are many duties placed upon hospital managers throughout the
act. Listed below are those duties relevant to admission under detention in an
emergency.
1. Ensure prompt response to detaining Doctor
2. Ensure process in place for providing nurse escort support to community staff
3. Allocation of suitable bed
4. If no bed can be allocated, initiate process for ensuring safe waiting
arrangements for patient
Ensure criteria and principles of the MH Act are followed
Identification of Responsible Medical Officer at receiving Hospital

oo
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IMMEDIATE ACTIONS TO BE TAKEN

DONE

Take receipt of Detention paperwork, ensure certificate of detention is
compliant with the requirements within the Act

Take all reasonable immediate steps to ensure the patient understands the
2 | effects of the detention certificate, providing verbal and written information on
patient Rights.

3 | Identification and allocation of a Responsible Medical Officer for the patient

Ensure medical examination by an Approved Medical Practitioner for those
4 | patients subject to an EDC.

Ensure certificate is delivered to the Medical Records Department to ensure
that any certificates and timelines are managed properly.

PRIORITIES DONE

Ensure patient is provided with information in an appropriate format for their
individual needs, on the terms of their detention and their Rights

Emergency Detention Certificate:

Within 12 hours of receiving the certificate inform the nearest relative or
person who resides with the patient, named person of the granting of a
certificate.

Notify within 7 days of section 37 information®, the nearest relative or person
who resides with the patient, named person, Mental Welfare Commission and
where MHO consent was not obtained, the appropriate local authority of
additional information in section 37.

Short Term Detention Certificate
4 | Notify as soon as practicable the patient, named person, any welfare Guardian
or attorney of the granting of a certificate

Within 7 days of the granting of a certificate send a copy of the certificate to
the Mental Welfare commission and Mental Health Tribunal.

4 (a) the reason for granting the certificate; (b) whether consent of a mental health officer was obtained to the
granting of the certificate; (c) if the certificate was granted without consent to its granting having been obtained
from a mental health officer, the reason why it was impracticable to consult a mental health officer; (d) the
alternatives to granting the certificate that were considered by the medical practitioner; and (e) the reason for the
medical practitioner determining that any such alternative was inappropriate.

118




Appendix 5 : Doctor’s Crib Sheet (LUCS Primary Care)

For advice about psychiatric patients OUT OF HOURS:

West Lothian: duty psychiatrist via SJH switchboard 01506 523 000

Midlothian: IHTT 07976842093, 0131 285 9624/25/29

East Lothian: IHTT 07483 991057, 01620 642910

Edinburgh patients (and Mid and East after midnight): MHAS 0131 286
8137/07966278778

CAMHS: duty psychiatrist for CAMHS via Switchboard 0131 537 1000 (0131 537
3961)

Old Age Psychiatry: Edinburgh Rapid Response 0131 537 6882/6868 (0131 537
5938)

NHS24 Mental Health ADVICE CALLS

In the OOH period, Advice calls from NHS24 for adult (18y and over) patients with
mental health issues and NO PHYSICAL INJURIES OR OVERDOSE will be phoned
through to mental health services directly and then the NHS24 call sheet emailed by
the LUCS Hub to the relevant MH team.

Following MH assessment, MH senior clinical decision maker can action and close the
case on TRAK; they can also phone LUCS Hub prof to prof line to arrange a LUCS
GP Home Visit to consider detention under the Mental Health Act.

The LUCS Prof to Prof line can also be used by MH teams to obtain advice for patients
that they cannot contact after 3 attempts.

NB: MHAS and the other MH services across Lothian no longer offer a walk-in service
so please do not ask patients to self-present to services. Worsening advice should
include self-care management plan if one is in place, call back to NHS111 mental
health hub, wait for own GP or CPN, or attend nearest ED in extremis. Maintaining
patient and relatives’ safety is paramount.

Mental Health HOME VISIT requests

Before visiting, LUCS GP contacts relevant MH team for background information and
reviews Adastra Special Notes, KIS and previous encounters. If relevant, check TRAK
or speak to ED Reg. Carry out a risk assessment with LUCS Driver (who can enter
the property with GP if requested).

LUCS GP contacts MHO OOH (Edinburgh/East/Mid: 0800 731 6969, West: 01506 281
028/029) to discuss situation and where possible arrange to meet ahead of visiting the
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patient and undertake a risk assessment (take name of MHO for EDC form if unable
to attend and reason why not) — arrange Police presence through 101 if required.

EDC paperwork kept in LUCS Cars — contact LUCS Clinical on Call to discuss
concerns.

LUCS GP undertakes visit after risk assessment, with staff and patient safety as a
priority. If threat of violence, leave and call 999.

LUCS GP completes paperwork as appropriate with MHO support.

LUCS GP contacts hospital to arrange a bed (via Switchboard — ask for Coordinating
Charge Nurse (CCN) or Cons on call for Psychiatry/Specialty eg Learning Disability
Cons on call). The Coordinating Charge Nurse will organise a suitable destination for
the patient including out of sector beds, and in some cases may be able to help with
a nurse escort.

LUCS GP arranges transport as appropriate and hands completed EDC to escort to
take with patient to hospital (escort can be MHO, SAS or Police, not a family member).

ED referrals (for those experiencing a mental health crisis with injuries or overdose)
can be made through the Flow Centre, who may be able to help with transport options.
Flow centre does not take referrals for Psychiatry OOH.
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Appendix 6: Assessment and Bed availability

Appendix 6.1 Geographic Sectorisation of Hospital Admissions

__ » ROYAL EDINBURGH
HOSPITAL

Adult to 65
/ \.- —

BED
AVAILABLE IN
LOTHIAN

\

Older People
(65+)

ROYAL EDINBURGH
P
— I EAST LOTHIAN

\ COMMUNITY HOSPITAL

_ ~ .
_ \ MIDLOTHIAN

COMMUNITY
HOSPITAL
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Edinburgh Adult Community Detention

Patient identified in the community
as requiring detention and hospital
admission

IN HOURS

Appendix 6.2.1: Edinburgh Adult Community Detention: In Hours

IF NO BED AVAILABLE IN LOTHIAN -THE “OUT OF
SECTOR ALGORITHM” WILL BE FOLLOWED

Detaining do!tor to contact

DUTY MHO
to complete joint assessment for
Detention. If detaining Dr is GP and
pt known to locality MH service,
contact Sector Psychiatrist or CMHT
to consider STDC.

L

It is the detaining doctor’s
responsibility to
organize transport to the admitting
hospital.

Consider need !or Triage Meeting

between Police Scotland / assessing
doctor / MHO and any other
relevant person e.g. CPN. This
should take place the day before any
planned detention, where possible.
In an emergency it may take place in
‘real time’. MHO/assessing doctor
should initially call 101 to arrange
triage call with Duty Inspector or call
999 in an ongoing emergency.

A 2

Detaining Dr confirms bed availability
at REH (SCN Pt Coordination REH
Mon-Fri 07973660068 or CCN 24/7
0131 5376000 Page 7005) or if pt to
be directly admitted to other Lothian
bed (SCN / CCN will source bed).

Pt is detained at community location

Detention paperwork to be conveyed
to the receiving nurse at receiving
ward by the MHO or via SAS
personnel (or Police if they are
attending with the patient).

Pt is clerked in at the receiving
hospital

See Transportation Plan
Appendix 12
For more details

TAXI
03000 134 000
(follow Taxi protocol)

Could be utilized with an
appropriate member of staff
or family member escorting.

(Option 1 for NHS flow
centre, then option 2 for
taxis)

(Details for account no, cost
code and authoriser available
from locality manager)

NON-MEDICAL PATIENT
TRANSPORT
0300123 1236

Time given for transport may
be quicker than an
ambulance

SCOTTISH AMBULANCE
SERVICE
03333 990152

POLICE SCOTLAND
101
Only to be contacted for
assistance if violence is
predicted.
Or 999
If violence is an immediate
risk

122

The detaining doctor should
liaise with the admitting
hospital regarding assessed
risks and transfer of the
patient to hospital.

E.g. number of staff present,
patient’s presentation and
risks identified, any police
involvement, vehicle type for
safe transfer.

MHO Social Care Direct:
0131 200 2325/2324
OOH: 08007316969

SCN Patient Coordination
REH: 07973660068

Coordinating Charge Nurse
REH 24/7: 0131 537 6000
page 7005

Rapid Response Team for
Older People MH Edinburgh
for admissions of Older
Adult patients

0131 537 6882

(8am - 6pm, 7 days a week)




Appendix 6.2.2: Edinburgh Older Adult Community Detentions: In Hours

Edinburgh Older Adult Community Detention

Patient identified in the community
as requiring detention and hospital
admission

IN HOURS

IF NO BED AVAILABLE IN LOTHIAN -THE “OUT OF
SECTOR ALGORITHM” WILL BE FOLLOWED

Detaining doctor to contact Rapid
Response Team (RRT) at REH
0131 537 6882 to determine if
alternative to detention can be
arranged. If Detention is still
required, contact DUTY MHO
to complete joint assessment for
Detention.

It is the detaining doctor’s
responsibility to
organize transport to the admitting
hospital.

Consider need !or Triage Meeting

between Police Scotland / assessing
doctor / MHO and any other
relevant person e.g. CPN. This
should take place the day before any
planned detention, where possible.
In an emergency it may take place in
‘real time’. MHO/assessing doctor
should initially call 101 to arrange
triage call with Duty Inspector or call
999 in an ongoing emergency.

¥

Detaining Dr confirms bed availability
at REH through RRT or if pt to be
directly admitted to other Lothian
bed (RRT / CCN will source alternative
bed in HSCPs if possible).

L 2

Pt is detained at community location

Detention paperwork to be conveyed
to the receiving nurse at receiving
ward by the MHO or via SAS
personnel (or Police if they are
attending with the patient).

Pt is clerked in at the receiving
hospital

See Transportation Plan
Appendix 12
For more details

TAXI
03000 134 000
(follow Taxi protocol)

Could be utilized with an
appropriate member of staff
or family member escorting.

(Option 1 for NHS flow
centre, then option 2 for
taxis)

(Details for account no, cost
code and authoriser available
from locality manager)

NON-MEDICAL PATIENT
TRANSPORT
0300 123 1236

Time given for transport may
be quicker than an
ambulance

SCOTTISH AMBULANCE
SERVICE
03333 990152

POLICE SCOTLAND
101
Only to be contacted for
assistance if violence is
predicted.
Or 999
If violence is an immediate
risk

123

The detaining doctor should
liaise with the admitting
hospital regarding assessed
risks and transfer of the
patient to hospital.

E.g. number of staff present,
patient’s presentation and
risks identified, any police
involvement, vehicle type for
safe transfer.

MHO Social Care Direct:
0131 200 2325/2324
OOH: 08007316969

Rapid Response Team (RRT)
for Older People MH
Edinburgh for admissions of
Older Adult patients
0131537 6882

(8am - 6pm, 7 days a week)

Coordinating Charge Nurse
REH 24/7: 0131 537 6000
page 7007




Appendix 6.2.3 Edinburgh Adult and Older Adult Community

Detentions: OOHs

Edinburgh Community Detentions

Patient identified in the community
as requiring detention and hospital
admission

Detaining doctor to contact
DUTY MHO
to complete joint assessment for
Detention. Contact MHAS at REH to
determine if patient is known to MH
services and to gain information on
any known risks

L

It is the detaining doctor’s
responsibility to
organise transport to the admitting
hospital.

Consider need lor Triage Meeting

between Police Scotland / assessing
doctor / MHO and any other
relevant person. In the OOHs
situation it may take place in ‘real
time’. MHO/assessing doctor should
initially call 101 to arrange triage call
with Duty Inspector, or call 999 in an
ongoing emergency

¥

Detaining Dr confirms bed availability
at REH (CCN: 0131 537 6000 Page
7005 Adult / 7007 OPMH /for if
before 6pm call RRT for OPMH). If pt
to be directly admitted to other
Lothian bed CCN will source bed.

Pt is detained at community location

Detention paperwaork to be conveyed
to the receiving nurse at receiving
ward by the MHO or via SAS
personnel (or Police if they are
attending with the patient).

OUT OF HOURS

IF NO BED AVAILABLE IN LOTHIAN -THE “OUT OF
SECTOR ALGORITHM” WILL BE FOLLOWED

Pt is clerked in at the receiving hospital. If

pt is being transferred outwith Lothian, Pt is

clerked in at sector hospital before transfer

See Transportation Plan
Appendix 12
For more details

TAXI
03000 134 000
(follow Taxi protocol)

Could be utilised with an
appropriate member of staff
or family member escorting.

(Option 1 for NHS flow
centre, then option 2 for
taxis)

(Details for account no, cost
code and authoriser available
from locality manager)

NON-MEDICAL PATIENT
TRANSPORT
0300123 1236

Time given for transport may
be quicker than an
ambulance

SCOTTISH AMBULANCE
SERVICE
03333 990152

POLICE SCOTLAND
101
Only to be contacted for
assistance if violence is
predicted.
Or 999
If violence is an immediate
risk

124

The detaining doctor should
liaise with the admitting
hospital regarding assessed
risks and transfer of the
patient to hospital.

Eg. number of staff present,
patient’s presentation and
risks identified, any police
involvement, vehicle type for
safe transfer.

MHO Social Care Direct:
0131 200 2325/2324
OOH: 08007316969

SCN Patient Coordination
REH: 07973660068

Coordinating Charge Nurse
REH 24/7: 0131 537 6000
page 7005

Rapid Response Team for
Older People MH Edinburgh
for admissions of Older
Adult patients

0131 537 6882

(8am - 6pm, 7 days a week)

MHAS (Mental Health
Assessment Service) - REH
0131 286 8137




Appendix 6.3.1: Midlothian Adult Community Detention Until 12MN

Midlothian Adult Community Detention

Patient identified in the community
as requiring detention and hospital
admission

Until 12MN

IF NO BED AVAILABLE IN LOTHIAN -THE “OUT OF
SECTOR ALGORITHM” WILL BE FOLLOWED

Detaining doctor to contact
DUTY MHO
to complete joint assessment for
Detention.

It is the detaining doctor’s
responsibility to
organize transport to the admitting
hospital.

Consider need for Triage Meeting
between Police Scotland / assessing
doctor / MHO and any other relevant
person e.g. CPN. This should take
place the day before any planned
detention, where possible. In an
emergency it may take place in ‘real
time’. MHO/assessing doctor should
initially call 101 to arrange triage call
with Duty Inspector or call 999 in an
ongoing emergency.

Contact IHTT to discuss requirement for
admission and risk assessment for
transfer to hospital then SCN Pt
Coordination / CCN at REH to be
contacted to source bed. IHTT can assist
with GP Detentions. Doctor can request
escort(s) to facilitate transfer. Consider
role of all appropriate staff ie key worker

\ 4

Pt is detained at community location

¥

Detention paperwork to be conveyed
to the receiving nurse at receiving
ward by the MHO or via SAS
personnel, Escorts (or Police if they
are attending with the patient).

¥

Ptis clerked in at the receiving
hospital

See Transportation Plan
Appendix 12
For more details

TAXI
03000 134 000
(follow Taxi protocol)

Could be utilized with an
appropriate member of staff
or family member escorting.

(Option 1 for NHS flow
centre, then option 2 for
taxis)

(Details for account no, cost
code and authoriser available
from CCN)

NON-MEDICAL PATIENT
TRANSPORT
0300 123 1236

Time given for transport may
be quicker than an
ambulance

SCOTTISH AMBULANCE
SERVICE
03333 990152

POLICE SCOTLAND
101
Only to be contacted for
assistance if violence is
predicted.
Or 999
If violence is an immediate
risk

125

The detaining doctor should
liaise with the admitting
hospital regarding assessed
risks and transfer of the
patient to hospital.

E.g. number of staff present,
patient’s presentation and
risks identified, any police
involvement, vehicle type for
safe transfer.

MHO: 07771845748
OOH: 08007316969

Midlothian MH Services
0131 5368300
IHTT 07924823888

Coordinating Charge Nurse
REH 24/7: 0131 537 6000
page 7005




Appendix 6.3.2: Midlothian Older Adult Community Detention,

Patient assessed in the community
requiring detention and hospital
admission

|

IN HOURS

MO BED AVAILABLE IN LOTHIAN — FOLLOW “0UT
OF SECTOR ALGORITHM"™

Detaining doctor to contact
Midlothian Flow Hub
07827 820014
to locate a bed
&
to contact
DUTY MHO: 07771845748
1o complete joint assessment

See Transportation Plan
Appendix 12
For more details

Bed identified on Rosshank Unit MCH
or other Lothian bed (REH, East or
West Lothian)

It is the detaining doctor's
responsibility to
organise transport to the admitting
hospital. If this is impractical the
doctor can ask for support from the:

TAXI
03000 134 000
(follow Taxi protocol)

Could be uytilized with an
appropriate member of staff
or family member escorting.

(Option 1 for NHS flow
centre, then option 2 for
taxis)

(Details for account no, cost
code and authoriser available
from CCM)

MON-MEDICAL PATIENT
TRAMSPORT
0300 123 1236

Time given for transport may
be guicker than an

The detaining doctor should
ligize with the admitting
ward regarding risk and
transfer of the patient to
hospital.

Eg. number of staff present,
patient’s presentation and
risk, palice involvement, and
vehicle type for safe
transfer.

Rosshank Unit, MCH:
0131 4541070471

RRT for REH:
0131537 GBB2
(Bam - 6pm, 7 days a week)

Oak Tree Unit, ELCH:
01620642940 or
01620642879

Ward 3 SIH:
01306 523000

= Dementia Team 0131 5379979 \\\ ambulance
= CMHT 0131 53798 70/71/72 \ '| —_—
1
1
|| ' SCOTTISH AMBULANCE
| \ SERVICE
03333 990152
Patient to be clerked in at receiving |
hospital if within Lothian |
\ POLICE SCOTLAND
\ 101

Only to be contacted for
assistance if violence is
predicted.

999
If viclence is an immediate
risk
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Appendix 6.3.3: Midlothian Older Adult Community Detention,

OUT OF HOURS

Patient assessed in the community
requiring detention and hospital

MO BED AVAILABLE IN LOTHIAN — FOLLOW “OUT
OF SECTOR ALGORITHM™

admission

OUT OF HOURS
Detaining doctor to contact on-call

Consultant Psychiatrist for Older
Adults via REH switchboard
0131 537 6000
to discuss admissionand toidentify a
bed;

&

Detaining doctor to contact
Duty MHO via Social Work
0800 731 6969
to complete a joint assessment

n

OUT OF HOURS
If no bed available in the Rosshank ||
Unit, on call Consultant Psychiatrist
will ligise with CCN for Older Adults at |

REH tosource potential out of
catchment bed within Lothian

It is the detaining doctor’'s {1
responsibility to |

organise transport to the admitting I |

hospital. If this is impractical the / .'I

doctor can ask for support from the: J,-"'I

Midlothian IHTT _
07976842093 -~
(only if they have capacity)
ar "\
Midlothian CCN \
via REH switchboard 0131 5376000 '
page 3200

L

Patient to be clerked in
at receiving hospital by Rota C
Doctor.

4 ¥

See Transportation Plan
Appendix 12
For more details

TAXI
03000 134 000

(fzllow Taxi protocol)
Could be uytilised, with an

appropriate member of staff or
family member escorting.

(Option 1 for NHS flow centre,
then option 2 for taxis)

[Details for account no, cost code
and authoriser available from
CCM)

SCOTTISH AMBULAMNCE
SERVICE
03333 990152

MOMN-MEDICAL PATIENT
TRANSPORT
0300 123 1236

=¥ Time given for transport may
be quicker than an ambulance

POLICE SCOTLAND
101

Only to be contacted for

assistance if violence is

1\‘ predicted.

999

If violence is an immediate

risk

127

The detaining doctor should
ligise with the admitting
ward regarding risk and
transfer of the patient to
hospital.

Eg number of staff present,
patient’s presentation and
risk, police involvement, and
vehicle type for safe
transfer.

Rossbank Unit, MCH:

0131 4541070/71

RRT for REH:
0131 537 6BB2
[Bam - Bpm, 7 days a week)

Oak Tree Unit, ELCH:

01620642940 or
01620642879

Ward 3 SJH:
01506 523000




Appendix 6.4.1: East Lothian Adult Community Detention

East Lothian Adult Community Detention

Patient identified in the community
as requiring detention and hospital
admission

8am - 12MN

8am - 12MN

IF NO BED AVAILABLE IN LOTHIAN -THE “OUT OF
SECTOR ALGORITHM” WILL BE FOLLOWED

Detaining doctor to contact
DUTY MHO
to complete joint assessment for
Detention (if no MHO available Dr can
still detain on EDC) .

See Transportation Plan
Appendix 12
For more details

¥

TAXI

It is the detaining doctor’s responsibility
to organize transport to the admitting
hospital.

03000 134 000
(follow Taxi protocol)

Could be utilized with an

!

appropriate member of staff

Consider need for Triage Meeting
between Police Scotland / assessing
doctor / MHO and any other relevant
person e.g. CPN. This should take
place the day before any planned
detention, where possible. In an
emergency it may take place in ‘real
time’. MHO/assessing doctor should
initially call 101 to arrange triage call
with Duty Inspector or call 999 in an
ongoing emergency.

or family member escorting.

(Option 1 for NHS flow
centre, then option 2 for
taxis)

(Details for account no, cost
code and authoriser available
from CCN)

NON-MEDICAL PATIENT
TRANSPORT

k2

Pt is detained at community location

Contact IHTT to discuss requirement for
admission and risk assessment for
transfer to hospital then SCN Pt
Coordination / CCN at REH to be
contacted to source bed. IHTT can assist
with GP Detentions. Doctor can request
escort(s) to facilitate transfer. Consider
role of all appropriate staff ie key worker

Detention pape!ork to be conveyed

to the receiving nurse at receiving
ward by the MHO or via SAS
personnel, Escorts (or Police if they

are attendinj with the patient).

Ptis clerked in at the receiving
hospital

0300123 1236

Time given for transport may
be quicker than an
ambulance

—

SCOTTISH AMBULANCE
SERVICE
03333 990152

POLICE SCOTLAND
101
Only to be contacted for
assistance if violence is
predicted.
Or999
If violence is an immediate
risk

128

The detaining doctor should
liaise with the JIMHT /
admitting hospital regarding
assessed risks and transfer
of the patient to hospital.

E.g. number of staff present,
patient’s presentation and
risks identified, any police
involvement, vehicle type for
safe transfer.

If escort req’d contact East
Lothian IHTT to organise

MHO: 01875824309
OOH: 08007316969

East Lothian MH Services
01315368300
IHTT 01620 642910

Coordinating Charge Nurse
REH 24/7: 0131 537 6000
page 7005




Appendix 6.4.2: East Lothian: Older Adult Detention In Hours

East Lothian Older Adult Community Detention

Patient assessed in the community
requiring detention and hospital
admission

IN HOURS

NO BED AVAILABLE IN LOTHIAN — FOLLOW “OUT
OF SECTOR ALGORITHM"

Detaining doctor to contact
Ward 2 ELCH
to locate a bed
&
to contact
DUTY MHO:
Contact Centre 01875824309
to complete joint assessment

Bed identified on Ward 2 East Lothian
Community Hospital (or if no bed in
sector contact REH, Mid or West
Lothian)

It is the detaining doctor’s
responsibility to
organise transport to the admitting
hospital. If this is impractical the
doctor can ask for support from the:

* CMHT 01620642741/2

Patient to be clerked in at receiving
hospital if within Lothian

See Transportation Plan
Appendix 12
For more details

TAXI
03000 134 000
(follow Taxi protocol)

Could be utilised with an
appropriate member of staff
or family member escorting.

(Option 1 for NHS flow
centre, then option 2 for
taxis)

(Details for account no, cost
code and authoriser available
from CCN)

NON-MEDICAL PATIENT
TRANSPORT
0300123 1236

Time given for transport may
be quicker than an
ambulance

SCOTTISH AMBULANCE
SERVICE
03333 990152

POLICE SCOTLAND
101
Only to be contacted for
assistance if violence is
predicted.

999

If violence is an immediate
risk
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The detaining doctor should
liaise with the admitting
ward regarding risk and
transfer of the patient to
hospital.

Eg. number of staff present,
patient’s presentation and
risk, police involvement, and
vehicle type for safe
transfer.

0Oak Tree Unit, ELCH:
01620642940 or
01620642879

Rossbank Unit, MCH:
0131 4541070/71

RRT for REH:
0131537 6882
(8am - 6pm, 7 days a week)

Ward 3 SJH:
01506 523000




Appendix 6.4.3: East Lothian: Older Adult Detention Out of Hours

East Lothian Older Adult Community Detention

Patient assessed in the community
requiring detention and hospital
admission

OUT OF HOURS

NO BED AVAILABLE IN LOTHIAN — FOLLOW “OUT

OF SECTOR ALGORITHM"

OUT OF HOURS
Detaining doctor to contact on-call
Consultant Psychiatrist for Older Adults
via REH switchboard
0131 537 6000
to discuss admission and to identify bed
&
Detaining doctor to contact
Duty MHO via Social Work
0800 731 6969
to complete a joint assessment

OUT OF HOURS
If no bed available in the Oak Tree
Unit, liaise with Rossbank Unit MCH,
or the CCN for Older Adults at REH to
source potential out of catchment bed
within Lothian

\ 4

It is the detaining doctor’s
responsibility to
organise transport to the admitting
hospital. If this is impractical the
doctor can ask for support from the:

East Lothian IHTT
01620 642910
(only if they have capacity)
or
Ward 2
01620 642940

2

Patient to be clerked in
at receiving hospital by Rota C
Doctor.

\

See Transportation Plan
Appendix 12
For more details

TAXI
03000 134 000
(follow Taxi protocol)

Could be utilised with an
appropriate member of staff or
family member escorting.

(Option 1 for NHS flow centre,
then option 2 for taxis)

(Details for account no, cost code
and authoriser available from
CCN)

NON-MEDICAL PATIENT
TRANSPORT
0300123 1236

Time given for transport may

The detaining doctor should
liaise with the admitting
ward regarding risk and
transfer of the patient to
hospital.

Eg number of staff present,
patient’s presentation and
risk, police involvement, and
vehicle type for safe
transfer.

Oak Tree Unit (Ward 2),
ELCH: 01620642940 or
01620642879

Rosshank Unit, MCH:
0131 4541070/71

RRT for REH:
0131537 6882
(8am - 6pm, 7 days a week)

Ward 3 SIH:
01506 523000

be quicker than an ambulance

SCOTTISH AMBULANCE
SERVICE
03333 990152

POLICE SCOTLAND
101
Only to be contacted for
assistance if violence is
predicted.

999

If violence is an immediate
risk
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Appendix 6.5.1: West Lothian - Adults and Older People Detention
in Community Setting IN HOURS and OOHs

Patient identified in the community IF MO BED AVAILABLE IN LOTHIAN —THE “DUT OF
as requiring detention and hospital SECTOR ALGORITHM™ WILL BE FOLLOWED
admission.
. Dutpatient The detaining doctor should
SR el AT e {option 1 NHS flow centre) lizise with the admitting
DUTY MHO 5H 01506 523000 . 03000 124 DOO hospital regarding assessed
To MFH; laint assessment far / risks and transfer of the
ST / Patient transport patient to hospital.
| Option 1 — nurse escort
‘ | required Comntact ACAST- 5t Johns
| Taxi— Hospital
Community detention to MH Inpatient / Option 2 follow protocal 01506 523000
—the detaining Dr should ligise with _/’: Details for account cost code Page 3034- ACAST can
ACAST Eleep 3034 in advance to And authoriser discuss with
identify admitting ward / hospital. i Mental Health Co-ordinator
Then safe transfer to hospital to be \._ 5t Johns Hospital
organized. \ 01506 523000
\ l'. Page 2064
‘ ':\\*- SCOTTISH AMBULANCE
I| SERVICE
ACAST should then Liaise with Mental 03333 330152

health coordinator-Bleep 3064 |
regarding staffing to organize escorts \
to facilitate safe transfer [ admission \
to haspital. !

b, POLICE SCOTLAND
S 101
Only to be contacted for
‘ assistance if violence is
predicted.
Pt is detained at community location. Or 333

If violence is an immediate

3

It is the responsibility of the
detaining doctor to ensure detention
paperwork is comveyed to admitting

ward by the professional escorting
patient to admitting ward.

4

Pt is clerked in at the receiving
hospital
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Appendix 6.6: Lothian Mental Health Detention of Patients
with Intellectual Disability

17:00 — 09:00 — Out of hours
All adults diagnosed with an Intellectual Disability over the age of 18

Patient within the community/attends
ED/MHAS within REAS; needs assessment
of mental state/risk and may require
inpatient admission

l

Following assessment by first on-call
hospital-based psychiatrist MHAS or
equivalent team, ID on-call Consultant
Psychiatrist is to be contacted via REH
switchboard — 0131 537 6000, to discuss
case and agree on management.

l l

Assessment completed and admission Assessment completed and

required.
inpatient bed out-of-hours.

Adult mental health bed.

Patients cannot be admitted to an ID

Patient should be admitted to a General

|

admission not required.

Either no further action required

OR

further action required by the ID On-Call
Psychiatrist (usually notification of
relevant community team about OOH
contact).

Patients admitted to a General Adult Mental Health

ward (REH/St Johns)

On-call general adult psychiatrist to provide clerk in

and complete HEPMA

Ward to make referral to MHIST Service.
Review by MHIST team next working day.

Transfer to suitable ID inpatient bed when available

and appropriate.
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Appendix 6.7: Lothian Young People Under 18 — CAMHS
Community detention IN HOURS

In hours — Monday — Friday 9am-5pm

Risk assessment

and agreed roles in
CAMHS

Identify Nursing

Psychiatrist (AMP) Patient Coordinator

support for

e Lok identified identifies bed
J
USC or Tier 3/Tier 4 Escalate to CAMHS .
CAMHS out-patient CNM or Deputy if Contact MHO il e

team no availability CAMHS unit, REH

J

Support patient i . Communication
care and safety, hics"&i't(;aia‘:!%%a:éi':t with psychiatrist
enhance /nursing staff

MHA

communication involved

Transport

arrangements as
per PEP

Bed Coordinator (or deputy) Mon-Fri Melville Unit Reception 0131 3120050

Rotawatch http://rotawatch.luht.scot.nhs.uk/

Immediate risk assessment should include decisions on timing and which staff
need to be involved.
This is the system for in-hours detention in the community.

After 5pm and at weekends the CCN for REH is responsible for the

coordination of access to adult mental health beds. Note CAMHS units out of
area do not admit OOH.
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Appendix 6.7.1: Lothian Young People Under 18 — CAMHS
Community Detention OUT OF HOURS

Community Detention Out of Hours
Young people up to Age 18

Patient dentified in the community Apart from exceptional circumstances it is

as requiring deteptlp e preferable that Young People are taken to A+E at
Seinleln RIE, RHCYP or St. John's Hospital A+E for
assessment. See CAMHS USC Pathway.
Detaining doctor to contact
DUTY MHO
to complete joint assessment for CAMHS Unscheduled Care Coordinating Charge Nurse
Detention (lf no MHO available Dr can (USC} operate 24 hours Sat — REH 24/7 0131 537 6000
still detain on EDC) . Tues (incl) and 07.30-20.30 page 7005
Wed - Friday. Out with these
‘ hours emergency assessments USC: 0131 312 1352 or page
- — — are carried out by CAMHS 07623 377650
It is the detaining doctor’s responsibility doctor on call (switchboard).
to organize transport to the admitting .
hospital. SOA;\gHS Melville: 0131 312

3 o

Consider need for Triage Meeting ( fol?;m:?:rg?:col)
between Police Scotland / assessing
doctor / MHO and any other relevant
person e.g. CPN. This should take
place the day before any planned
detention, where possible. In an
emergency it may take place in ‘real

Could be utilized with an
appropriate member of staff
or family member escorting.

; A Option 1 for NHS flow
time’. MHO/assessing doctor should ER .

o . centre, then option 2 for
initially call 101 to arrange triage call taxis)

with Duty Inspector or call 999 in an

0ongoing emergency. (Details for account no, cost

code and authoriser available

k2

from CCN)
Pt is detained at community location

NON-MEDICAL PATIENT

—

TRANSPORT
Contact CAMHS Duty Doctor to discuss 0300 123 1236
requirement for admission and risk
assessment for transfer to hospital then Time given for transport may
Nurse in Charge at Melville in-Patient be quicker than an
Unit contacted to source bed. May need ambulance
to involve CCN at REH. Doctor can
request escort(s) to facilitate transfer.
Consider role of all appropriate people SCOTTISH AMBULANCE
e.g. parents or carers SERVICE

* 03333 990152

Detention paperwork to be conveyed
to the receiving nurse at receiving
ward by the MHO or via SAS
personnel, Escorts (or Police if they
are attending with the patient).

POLICE SCOTLAND
101
Only to be contacted for

assistance if violence is

- - . predicted.
Ptis clerked in at the receiving Or 999
hospital If violence is an immediate
risk
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Appendix 6.7.2: Lothian Young People Under 18 — CAMHS
Unscheduled Care Referral Process from Emergency Departments

CAMHS UNSCHEDULED CARE REFERRAL PROCESS A&E ’

\

/C)PERATING HOURS:

o 7 days per week 0730-
2030 (face to face Wed-
Frid until 18.00hrs)

¢ Overnight UNTIL 0100

N

Saturday to Tuesday nighy

/IN-HOUR REFERRAL PROCESS: \

If the young person meets referral
criteria, contact:

CAMHS USC on x51352, 0131 312
1352, or pager 07623 377649

\

AN

\

KJOH REFERRAL PROCESS:

OUTWITH SERVICE OPERATING HOURS, I.E. OVERNIGHT 0100-0730,
CONTACT: ON CALL PSYCHIATRY FOR SJH via ACAS Bleep 3334 or
trainee Bleep 3040

Or if elsewhere in Lothian CONTACT ON CALL PSYCHIATRY ROTA C
via switchboard.

If a young person presents in the early hours, where appropriate, USC can

/

come out from 0730 onwards

[ SERVICE REMIT: CAMHS Unscheduled Care is an emergency assessment service for children and young people (0-18) who are experiencing a mental health crisis and require same day assessment. J

REFERRAL CRITERIA: OVERDOSE; SEVERE MENTAL DISTRESS; SERIOUS SELF HARM; SUICIDE RISK; OTHER UNUSUAL/CONCERNING

BEHAVIOURS RELATING TO

MENTAL HEALTH

POTENTIAL REFERRAL OUTCOMES: Not all young people referred to CAMHS USC will require a face to face assessment. It is CAMHS USC's responsibility to decide on the most
anorooriate course of action. and to exolain the rational to the referrer. This will involve one of the followine:

| |

| | | |

| | | |

CAMHS USC nurse will
attend in person to carry

out assessment. They will
then feedback the
outcome and plantoa
clinician in the
ward/department

In some situations, the CAMHS
USC nurse may suggest that it is
more appropriate for the on call

for the young person
to return home and

doctor to carry out the then receive a
assessment. A joint assessment telephone
may also be agreed appointment with
CAMHS USC

It may be appropriate

The young person may not meet criteria for
assessment. In this case CAMHS USC will
advise /sign post as to what may be

In some circumstances,
it may be more
appropriate for USC to
appropriate in terms of supports in the
community. This can be passed on to the
young person/family by the clinician
involved.

make a plan with a
parent/carer, than
meeting with the young
person directly

CONTACTED PROMPTLY, WITH CLEAR INFORMATION AS TO THE PRESENTING ISSUE

( IN ORDER FOR CAMHS USC TO BE ABLE TO SEE AS MANY YOUNG PEOPLE WE CAN, WE WOULD REQUEST THAT THEY ARE TRIAGED AS SOON AS POSSIBLE ON ARRIVAL AT A&E AND CAMHS USC ARE
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Appendix 6.8: Perinatal Mother and Baby Mental Health Unit
NB — GPs cannot refer directly to the Mother and Baby Mental Health Unit

MBU bed
required

Following an assessment from Lothian, Borders, Fife Tayside NHS Boards Specialist or
CMHT or Psychiatrists a referral form should be completed and sent to

MBUInpatientsReferrals@nhslothian.scot.nhs.uk

Urgent referrals should be discussed by calling the MBU team on 01506524715 and
speaking to the SCN, DCN or Consultant.

In Lothian MHAS, IHTT, ACAST to contact MBU directly. Regional Partner Boardsand all
out of hours call sourcing an urgent bed should contact MBU directly.

/

Bed identified No bed identified

MBU staff would

L Informal g
Adminssion e contact MBU in
under MHA arranged. Glasgow for bed

Patient may be availability
escorted by staff 1
from referring
health board or
by family if risk
assesseddas safe Bed identified No bed identified
todo

Referring Health
Board takes
responsibility for
organising
transfer to MBU.
Lothian team will

follow PEP in
relation to Informal MHA
process EL
admission )
arranged Referrer to organise
between admission to local GA

bed within own
health board until
MBU bed available

referring team
and Glasgow
MBU
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Appendix 6.9: Regional Eating Disorders Unit

REDU bed
required

Following an assessment from Lothian, Borders, Fife and Forth Valley
NHS Boards Eating Disroders Team a referral form should be
completed and sent to Valerie.Brown@nhslothian.scot.nhs.uk

Urgent referrals should be discussed by calling the REDU team on
0150623740and speaking to the SCN, DCN or Consultant Psychiatrist.

No out of hours emergency admissions are currently accepted.

Emergency adminssinos for medical stabiliations wour be via medicine

J

No bed
identified

Bed identified

Informal
admission

Referring team to risk assess if patient
can be cared for safely in the
community awaiting REDU bed. Ifnot
qrranged. Eden Unitti"r: Aberdeg;an to be contacted
Patient may be or private ED units ie Priory in Glasgow.
escorted by staff Patient may need medical admission
from referring which will be assessed by referring

health board or team.
by family if risk
assessed as safe

Adminssion
under MHA

Referring Health
Board takes
responsibility

for organising todo )
transfer to Patient placed Out of
REDU. Lothian on waiting list area/medical
team will follow for REDU bed identified

PEP in relation
to process

y |

Informal MHA admission

arranged between referring team
and accepting inpatient unit
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Appendix 6.10: Psychiatric Emergencies at Edinburgh Airport

UK Border Force suspects passenger
to have mental health issue

A\ 4

Contact Mental Health Assessment Service
(MHAS) at Royal Edinburgh Hospital (REH)
Tel: 0131 286 8137 for initial telephone triage

Suspected Physical Health Need
(including under the influence of

\

Suspected Mental
Health Issue

*k%

Clinical
Advice
required drugs) **
Evidence or No concerns
concern about about
violence and violence or
aggression **** aggression
Police Assistance UKBF to
request to transfer
support safe person to
transfer of patient A&E RIE for
to A&E, RIE for assessment
assessment

l

Assess and treat any physical health
needs identified

i

Assessed to be
mentally well

Return to
UKBF

manage
situation

i

Identified by
A&E as

mentally unwell

A 4

Refer for Mental
Health
Assessment at
RIE

!

}

Evidence or
concern about
violence and
aggression ****

No concerns
about
violence or
aggression

v

Request to
transfer person to
Police Custody
Centre for
Assessment by
Police Custody

l

UKBF to
transfer
person to
MHAS at
REH

Nurses
l

v

l

FACE TO FACE ASSESSMENT

l

l
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NO MENTAL Assessed as
ILLNESS Mentally
unwell
Return to Offer Admit to
UKBF appropriate inpatient
manage treatment mental health
situation and return to for further
UKBF assessment /
treatment




* This applies to persons with an address in Edinburgh, East Lothian and Midlothian
as well as those with no address in Edinburgh

*If there is a clear reason that the patient cannot be brought to the REH, and if the
REH OOH team have capacity the assessment can take place in UKBF Detention
Suite at Edinburgh Airport

**For example, restless, sweating, agitated, feverish, person complaining of physical
pain or distress

*** For example, visibly anxious, paranoid, expressing suicidal ideas, mood swings
****RIE 5pm - 8am otherwise REH

NOTE THE OVERLAP BETWEEN PHYSICAL AND PSYCHOLOGICAL
SYMPTOMS — IF IN DOUBT RULE OUT PHYSICAL ILLNESS.
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Appendix 6.11: Protocol for Scottish Ambulance Service
direct access to the REH & REH referral pathway

PLEASE NOTE THAT:

e THIS PROTOCOL APPLIES TO EDINBURGH ONLY.

o WEST LOTHIAN PATIENTS ARE TAKEN TO ST JOHN'S HOSPITAL.

o FOR EAST & MIDLOTHIAN PATIENTS SAS ARE REQUESTED TO
CONTACT THE IHTT and A PLACE OF ASSESSMENT WILL BE

IDENTIFIED)

The Scottish Ambulance Service (SAS) has secured permission from NHS Lothian to
take people experiencing mental health difficulties directly to REH for mental health
assessment.

However, where SAS receive an emergency call for anyone experiencing mental health
difficulties that also has a physical injury, has taken an overdose, is incapable through
alcohol/any other substance misuse or is causing any medical concern, the person
should be taken to Royal Infirmary Edinburgh (RIE) to receive appropriate medical care
and treatment.

Prior to transporting the person to REH site, the SAS will contact the Mental Health
Assessment Service (MHAS) 0131 286 8137 to discuss the referral and to establish
the appropriate site for assessment. Since MHAS are able to access clinical information
for people known to mental health services, this early dialogue also enables
identification of potential risks that may compromise either the person’s own safety or
safety of others including the ambulance crew involved.

Professional to professional discussion may enable the decision that a person, currently
engaged with mental health services and well known to MHAS can remain at home
(with MHAS contacting the appropriate team for follow-up). In the event that SAS have
unresolved concerns about the person’s mental health and well-being, the default is for
the person to be taken to REH for a face to face assessment. All ‘remain at home’
outcomes will be monitored.

The place of assessment within Royal Edinburgh Hospital site is the Main Reception of
the Royal Edinburgh Building. On arrival, at the main reception, SAS will provide a
verbal handover and written report to the receiving nurse, outlining the reason for
referral.

SAS will not remain with the person until the assessment has been carried out, however
the person remains SAS responsibility until the hand over to MHAS has taken place.
As with police referrals, MHAS may be required to prioritize the assessment depending
on the person’s individual circumstances.

If for any reason the person’s physical condition deteriorates, posing sufficient concern
that transfer to RIE is clinically indicated, MHAS staff are able to request an ambulance
according to the level of response considered appropriate. This can range from a 999
emergency response to a graded response of within 1 to 4 hours depending on the
clinical need of the person.
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Appendix 7: Police and Mental Health Triage SOP

. Where police assistance is thought necessary to support the detaining of patients in the community, a triage meeting between
Police Scotland / assessing doctor and MHO, SAS and any other relevant person such as the CPN, should take place the day
before the planned assessment where possible. In an emergency the meeting will take place in “real time” but where possible, the
pre-planned discussion is the preferred process.

. To allow for an initial assessment of threat, risk and harm, the detaining Dr should place a call to Police Scotland by dialling
101. A summary of the circumstances will be provided by the detaining Doctor to Police Scotland Service Centre staff, and a
request made to speak in person with the duty Sergeant/Inspector for the local area, to discuss police assistance in the
psychiatric emergency. Police Scotland Service Centre staff will create a Storm Incident and contact will be made with the local
response Sergeant/Inspector for that area. The Service Centre Advisor should be advised that this is agreed protocol within the
Lothian PEP (Mental Health services should NOT be told this is not a police matter).

. Duty Sergeant/Inspector will aim to call back within 20 minutes

4. The MHO / assessing doctor making initial contact with police will co-ordinate the meeting, inviting SAS Control Room duty

manager & the key stakeholders as appropriate. The Triage meeting may take place by conference call or on Microsoft TEAMS
where it is impractical to meet in person.

. The discussion will focus on any concerns and risks and may cover whether a warrant under the Act has been granted, entry to
the address, the role of each organisation and transport arrangements to the hospital. A priority for all partners will be to
protecting the individual’'s privacy and dignity during the process and to minimise any distress caused to the person in crisis.

. Consideration should be given where appropriate. for a family member to be present for the detention if it is felt this would be
reassuring for the patient.

. Police Scotland will record details of the meeting on the Storm Incident. and NHS Lothian staff will do likewise on Trak; MHO will
record details of the meeting on the Social Work electronic record - decisions, agreed actions, and contact details for all partners.
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8. The detaining doctor will be responsible for organising transport to hospital. Police will only transport an individual to hospital in
exceptional circumstances and not if the patient has been sedated. The detaining Dr should contact SAS Control Room and
request to speak to duty manager (See transportation plan Appendix 12 of PEP).

DETENTIONS IN ‘REAL TIME’

9. Where there is a high risk to the patients, professionals or public safety, the MHO/assessing doctor should dial 999 and ask for
urgent police assistance to attend the psychiatric emergency. stating there is violence/aggression, the patient has made recent
threats, or where current presentation includes threatening /aggressive behaviour.

10.Where the patient has been detained under the Mental Health Act and is refusing to be conveyed to hospital, but not exhibiting
threatening or aggressive behaviours, ie are passively resistant, all professionals present should draw on their training and skills
in communication, engagement and negotiation, to encourage the person to go with them to hospital.

11.* NB see footnote below °It would be expected that such negotiation take place with any passively resistant individual for around 1
hour before consideration is given to calling police for assistance. Police should only be requested when all professionals present
agree that they have tried all they can, to encourage the person to attend hospital. MHO and assessing doctor, including GP,
should agree who is best to contact the police for assistance.

12.In such cases the Assessing Doctor or MHO should dial 101 to ask for police assistance.

13. All incidents should focus on effective partnership working, clear communication, joint decision making and they will conclude with
a review and debrief as required.

5* NB The passive resistance ‘1 hour’ principle section is no longer applicable and has been superseded by legislative guidance confirming policing
powers. As such assistance would be on the basis of the risk assessment indicating a Police response is required or when relevant legislation is in place
to afford required policing powers of entry and/or removal. Updated 11/03/2026
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The discussion will focus
on any concerns and
risks and may cover

whether a warrant under
the Act has been
granted, entry to the
address, the role of each
organisation and
transport arrangements
to the hospital.

The detaining doctor will be
responsible for organising
transport to hospital.
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Appendix 8: Police Scotland Decision Making Model

chy

ROXX K
l-q “» n-l
POLICE

SCOTLAND

Keeping people safe

National Operational Safety Training Unit
National Decision Model

Introduction

Police decision making is often complex; decisions are required in difficult
circumstances, often in quick time and they are open to challenge. Using the
National Decision Model (NDM) will ensure a greater focus on delivering the mission
of policing and acting in accordance with our ethical principles.

Understanding and practising the NDM will help officers/staff to develop the
professional judgement necessary to make effective policing decisions.

The NDM is suitable for all decisions. It can be applied to spontaneous incidents or
planned operations, by an individual or a team of people, and to both operational and
non-operational situations. Decision makers can use it to structure a rationale of
what they did during an incident and why. Supervisors/managers and others can use
it to review decisions and any actions taken. Adherence to the model will assist
officers/staff when writing reports after an incident and if they are subsequently
called upon to justify their actions.

The NDM has been adopted to support and assist decision making as to the most
appropriate response when dealing with a situation.

Applying the National Decision Model

The NDM has six key elements. Each component provides the user with an area for
focus and consideration. The corners of the values pentagon connect to and support
the five stages of the decision-making process. One step logically follows another,
but the model allows for continual re-assessment of a situation and the return to
former steps when necessary. This allows the officer/staff to use the model with a
degree of flexibility assisting with their dynamic risk assessment and decision
making. An officer/staff may apply the NDM in any given situation both consciously
and subconsciously. This may be before, during or after an incident.
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Gather
information and
intelligence

Take action Assess threat and
and review what risk and develop a
happened working strategy

Identify optiens and Consider powers and
contingencies policy

Stage 1: Gather Information and intelligence

A correct and defendable decision is more likely to result from consideration of all
relevant information and intelligence such as:

When gathering information and intelligence officers/staff should also attempt to
establish as much information about the following in relation to the subject:

* Identity
« Capability
* Intent

This may come from what the individual officer/staff sees, hears or even feels for
themselves or from what they are told by another person. Information from local
circulations, experience from previous encounters or data gleaned from a use of
force reporting system may also be relevant.

Gathering information and intelligence is an ongoing process.
Officers/staff will continually ask themselves:

* What has happened?

*  What do | know so far?

* What further information do | want or need?

 How do | obtain this information?

Stage 2: Assess Threat and Risk and Develop a Working Strategy
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Threat assessment means accurately assessing any person, object or place which
could put an officer/staff at risk. In addition, the identity of the threat such as the
subject should be assessed; the capability of the subject (for example armed) and
the subject’s intent to cause harm should also be assessed. Officers/staff should
establish an appropriate and prioritised working strategy. It should be a
proportionate and focused policing response. The working strategy should:

* Minimise the risk to the victim

* Minimise risk to public and immediate area
+ Maximise the safety of officer/staff

+ Maximise safety of any specialist officers

* Minimise the risk to the subject

» Allow for detention/arrest of the subject

+ Allow for recovery/preservation of evidence

Threat Assessment

Officers/staff are routinely required to respond to conflict situations. A conflict can be
described as “a trial of strength between opposed parties or principles or be at odds
with”.

General
Officers/staff should remain alert to the possible risks at all times. Awareness is a
method of increasing the chances of recognising a threat at an early stage allowing
officers to respond effectively. Part of that awareness involves assessing the threat
that confronts officers/staff. On the basis of the available information/intelligence, an
officer/staff will be able to make an assessment of the threat faced. Threat
assessment links into the common understanding of dynamic assessment of risk.
Officers/staff carry out subjective assessments of hazards during high-risk real-time
incidents and take appropriate and immediate actions to manage the hazards and
control the risks.

Definition
Threat assessment means accurately assessing any:

Person
This may be obvious from a subject’s actions, demeanour or their ability.

Objects

For example, a syringe in a subject’s pocket, a razor blade taped to the door handle
of a stolen car.

Place
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Environmental factors such as a confined dwelling when confronting an aggressive
volatile subject(s).

Risk Cateqgories

Every person, object or place falls into one of two categories:
* High Risk — Presents an obvious threat
* Unknown Risk — Presents an undiscovered threat
There is no such thing as a ‘LOW RISK’

This system has only two categories: high risk and unknown risk. There is no ‘low
risk’ or ‘no risk’ categories due to the unpredictable nature of subject interaction.

Linking this into previous understanding of a threat, does a subject have the Means,
Ability, Opportunity and Intent to do harm to an officer/staff, others or themselves?

When all four elements are present with an immediate danger and no other means of
escape this is known as Jeopardy.

Preparation for Policing

An officer’s/staff’'s most common threat is through their own complacency.
Officers/staff are required to continually conduct dynamic risk assessments, re-
assess the situations and ensure the correct response is put in place.

The following colour coding system highlights the phases an officer/staff routinely
experiences on duty:

White: Relaxed / unaware of surroundings, low survival prospects, relies on luck.
Yellow: Still relaxed, but aware and confident of dealing with any situation.

Red: Ready and alert to any person, object or place.

Black: Survival Mode.

In an effort to enhance operational safety, officers/staff should be in the yellow stage
as a minimum response when on duty.

Confrontational Considerations

There are three factors which will have a direct effect on an officers/staff's chances
of falling victim to a violent assault. They are as follows:

* Mental conditioning (mind set)
» Tactics
»  Skills

Individual officers/staff must account for any deficiencies identified in these areas
and take the appropriate action to rectify them. Mental conditioning begins with the
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realisation that any officer/staff can become a victim of violence. Mental conditioning
enables an officer to:

» Operate at the proper and appropriate level of awareness

« Detect or anticipate warning signs (assessment)

* Deal with the threat appropriately

* Reduce and deal with any trauma suffered during and after an incident
The subject’s behaviour is a factor in identifying options.

Warninqg Signs, Danger Signs and Impact Factors

Generally subjects who are aroused to fight do not launch into an assault for fear of
injury. They initially begin by using attack gestures known as
‘ritualised combat’.

By learning to identify these signals officers/staff give themselves a significant
advantage.

Warning Signs include:

» Direct eye contact

+ Facial colour darkens

* Head back

+ Subject stands tall to maximize height
» Kicking the ground

* Large movements

« Breathing rate accelerates

+ Stop/start behaviour

Danger Signs

Danger signs are more than warning signs. Subjects begin to lose control physically.
When this occurs, their physical signals are significant and spontaneous.

It is critical that officer’s/staff understand and recognise these signals as they
are indicative of an imminent attack.

Neglecting or ignoring these signals will put the officer/staff at a serious
disadvantage.

Danger Signs include:

» Fists clenching and unclenching

» Facial colour pales

» Lips tighten over teeth

» Head drops forward to protect throat
* Eyebrows drop to protect eyes

* Hands raised above waist
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Shoulders tense
Stance changes from square to sideways

Subject breaks their stare and looks for intended body targets
If the subject is out of breath, the final signal will be a lowering of their entire

body before moving forward to attack

Impact factors

Impact factors are those human and environmental differences which make each
incident unique and every officer’s/staff perception different. These factors have a
crucial bearing on making decisions and choice of tactics and may provide

justification to use a specific level of force:

How should an officer/staff approach the situation?
What should an officer/staff say?
Does an officer/staff need assistance?

What personal protective equipment is the best option? Being aware that
impact factors will not provide officer’s/staff with answers but will encourage

them to ask the right questions.

Impact factors include:

Size, age, strength, gender

Drugs/alcohol

Ability

Numbers

Opportunity and intent to do you harm
Weapons

Skill levels

Injury/fitness

Exhaustion

Willingness to listen

Special knowledge

State of subject’s mental health

Subject’s physiology

Nature of crime

Clothing

Proximity of others

Danger to others

Police powers, skill and perception
Perception of the non verbal behaviour of a subject
Perception of imminent danger

Perception of being in a position of disadvantage
Perception of the subject’s level of resistance

Please note that these lists are not exhaustive
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Environmental Impact factors include:

Space

Proximity to furniture

Domestic situation (kitchen = access to weapons)
Escape routes

Weather conditions

Conditions underfoot

Profiled Offender Behaviour

The term Profiled Offender Behaviour encompasses the actions and behaviour of the
subject and comprises the warning and danger signs they exhibit, coupled with the
impact factors present. This profiled behaviour will determine the response.
Officers/staff must react proportionately to the actions of the subject. Profiled
Offender Behaviour is split into six categories which are as follows:

Compliance

Large percentages of subjects dealt with are reasonable and will comply with any
lawful instruction given by the officer/staff. This compliance may be verbal or it may
be active compliance, such as stopping when told or showing the contents of their
hands.

Verbal Resistance and/or Gestures
Where a subject verbally refuses to comply with an officers/staffs request and/or also
exhibits body language which indicates non-compliance.

Passive Resistance
This is non-active conduct with non-compliance e.g. subject simulates a dead weight
[ sits or stands and will not move.

Active Resistance

A form of conduct where the subject actively resists the officer/staff but does not
become assaultive: e.g. swallows drugs / runs away or struggles against
officers/staff.

Assaultive Resistance
Physical conduct that results in a direct attack on an officer/staff or person.

Serious/Aggravated Resistance

The highest category of resistance displayed by a subject where there is a possibility
of serious injury and or death. This could include the production of a weapon of any
kind.

Dynamic Risk Assessment

In addition to any role specific risk assessment, officers/staff should conduct an
assessment of any actions they are undertaking or being tasked to undertake. This
is sometimes referred to as dynamic risk assessment.
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The eight guidelines for conducting dynamic risk assessments are:

Officers/staffs duty to protect/preserve human life; that includes their own
Officers/staff should be aware of their physical limits — never take
unnecessary risks

Officers/staff should advise someone what they are doing (or going to do) and
try to get support before they do it

Officers/staff should seek information and advise — it will help them make a
judgement

Officers/staff should apply correct procedures in every situation
Officers/staff will record their decision making process either at the scene or
soon afterwards in official notebook or other recognised journal
Officers/staffs supervisors and managers are there to assist and offer
guidance

Stage 3: Consider Powers and Policy

Officers/staff must only act within the law. A sound knowledge and understanding of
available legal powers is therefore essential. In addition, local policies may
determine what or how action should be taken. Other areas such as common law,
powers of search etc, should also be considered. European Convention of Human
Rights (ECHR) provide an essential point of reference and will impact on any
assessment or decision implemented. The ECHR articles are:

Article 2 — Protects the right of every person to their life. (There is a positive
duty on the police to act). The second paragraph of article 2 provides that
death from defending oneself or others, arresting a suspect or fugitive, or
suppressing riots or insurrections, will not contravene the article when the use
of force involved is no more than absolutely necessary.

Article 3 — Prohibits torture and inhuman or degrading treatment or
punishment.

Article 4 — Prohibits slavery, servitude and forced labour.

Article 5 — Provides that everyone has the right to liberty and security of
person.

Article 6- Provides a detailed right to fair trial.

Article 7- No person may be punished for an act that was not a criminal
offence at the time of its commission.

Article 8- Provides a right to respect for one’s “private and family life, his
home and his correspondence.”

Article 9- Provides a right to freedom of thought, conscience and religion.
Article 10- Provides the right to freedom of expression, subject to certain
restrictions that are “in accordance with law and necessary in a democratic
society”.

Article 11- Protects the right to freedom of assembly and association,
including the right to form trade unions.

Article 12- Provides the right for women and men of marriageable age to
marry and establish a family.

Article 14- Contains a prohibition of discrimination.
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A Police Officers entitlement to use force is contained within the Police and Fire
Reform (Scotland) Act 2012.

Under Scots Law, a Police Officer is entitled to use reasonable force under the
following circumstances:

Self Defence (under Scots Law this extends to the defence of others).

+ To effect a lawful arrest

» To prevent the escape of a subject
+ To prevent a crime being committed
* To preserve order

Stage 4: Identify Options and Contingencies

It is not possible to list all the options available to deal with conflict; for example, in
certain circumstances to do nothing may be an option. Each of the techniques
described in this manual represents a tactical option. It is vital that officers/staff
understand the medical implications of each option, as this is likely to be relevant
when making the appropriate choice.

An option that carries a high risk of serious injury is less likely to be justified in
circumstances where the threat posed carries a limited risk to others. The tactical
option chosen must be proportionate to the threat faced in all the circumstances.
Tactical Options

On deciding on the most appropriate tactical option, officers/staff require to fully
assess the situation and consider the impact of their actions on the subject. The
injury potential of the tactical option deployed must be considered by the officer/staff

The Police Scotland Operational Safety Training Tactical Options Model allows for
the fact that each situation an officer/staff faces varies.
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Appendix 9: Risk Assessment Matrix

Risk assessment matrix; to assist staff in making their assessment of risk

Descriptor

Rare

Probability

Can’t believe
this event
would happen
— will only
happen in
exceptional
circumstances

Possible Likely
May occur Strong
occasionally, | possibility
has that this
happened could
before on occur.
occasion. Likely to
Reasonable | occur
chance of

occurring

Impact / Consequences

Likelihood

Minor Moderate Extreme
Almost Medium High High
Certain
Likely Medium Medium High High
Possible Medium Medium High High
Unlikely Medium Medium Medium High
Rare Medium Medium
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Appendix 10: Granting an Emergency Detention Certificate
(EDC) or a Short Term Detention Certificate (STDC) in the
Community

Deployment of Emergency Detention
Situation A: Patient detainable but no immediate danger identified

If patient is detainable but not willing to receive assessment or treatment but
no immediate pressing danger identified, (for example those who are
neglecting own welfare due to mental health condition) the GP should contact
the MHO to discuss and arrange an MHO assessment and contact sector
psychiatrist, to consider feasibility of arranging a short-term treatment order.

During this discussion it should be considered whether a triage meeting is
necessary. Police Scotland should only be involved where individuals have a
history of aggression or violence, have made threats recently or where current
presentation includes threatening / aggressive behaviours.

A triage meeting between Police Scotland / assessing doctor / MHO and any
other relevant person such as the CPN should take place the day before any
planned detention, where possible. In an emergency it may take place in ‘real
time’. If there is time to plan such a meeting, contacting the sector psychiatrist
would be advisable to again consider whether a STD certificate is appropriate.

MHO/assessing doctor should initially call 101 to arrange police assistance, or
999 in an ongoing emergency. A brief summary of the circumstances will be
provided to control room staff, to allow for the initial assessment of threat, risk
and harm. This should be followed by a request to speak to the relevant
duty Inspector/Sergeant for the local area, to discuss police assistance
with a psychiatric emergency. The Call Handler should be advised that
this is agreed protocol within the Lothian PEP. Duty Inspector/Sergeant
will aim to call back within 20 minutes.

Initial information regarding potential/identified risks, needs and reasons for
police assistance being required will be shared.

If a more in depth triage meeting is felt necessary the MHO / assessing doctor
making initial contact with police, will co-ordinate the meeting, inviting relevant
partners including sector psychiatrist, ideally this would be at least a day prior
to an emergency detention.

Focus of the discussion will be on how to effect entry to the individual's home
address, relevant prior offending history and potential risks, the role of each
organisation and arrangements for transport to hospital as safely as possible.
Police will only transport an individual in exceptional circumstances and other
means should routinely be organised by the detaining doctor/MHO.

Detention paperwork to be conveyed to the receiving nurse at the admitting Hospital:
by the MHO or via SAS or Police who are attending the patient.
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Informing Receiving Hospital(s) Coordinating Charge Nurses

GP to inform Coordinating Charge Nurse of receiving hospital of detention and
be advised by them of the admitting ward.

Transport

GP should arrange. Mode of transport should be informed by triage discussion
and / or risk assessment.

Patient transport can be requested through the Flow Centre: 03000134000. If
time frame is greater than one hour, then a one hour ambulance is requested
but whether this happens will be dependent on ambulance availability. Where
appropriate a Private Ambulance could be deployed via the Flow Centre See
Appendix 12

Contract taxis could be used to facilitate admission or where appropriate REH
minibus vehicle. GP should speak with IHTT (East and Mid Lothian), ACAST
(West Lothian) or Coordinating Charge Nurse at hospital base to discuss
arrangements for nurse escort where required.

Deployment of Detention
Situation A: Patient detainable but no immediate danger identified.

If patient is detainable but not willing to receive assessment or treatment but
no immediate pressing danger identified, (for example those who are
neglecting own welfare due to mental health condition) the GP should contact
the MHO to discuss and arrange an MHO assessment and contact sector
psychiatrist, to consider feasibility of arranging a short-term treatment order.

During this discussion it should be considered whether a triage meeting is
necessary. Police Scotland should only be involved where individuals have a
history of aggression, have made threats recently or where current
presentation includes threatening /aggressive behaviours.

A triage meeting between Police Scotland / assessing doctor / MHO and any
other relevant person such as the CPN should take place the day before any
planned section, where possible. In an emergency it may take place in ‘real
time’. If there is time to plan such a meeting, contacting the sector psychiatrist
would be advisable to again consider whether a STD certificate can be applied.

MHO/assessing doctor should initially call 101 to arrange police assistance, or
999 in an ongoing emergency. A brief summary of the circumstances will be
provided to control room staff, to allow for the initial assessment of threat, risk
and harm. This should be followed by a request to speak to the relevant duty
Inspector/Sergeant for the local area, to discuss police assistance with a
psychiatric emergency. The Call Handler should be advised that this is agreed
protocol within the Lothian PEP. Duty Inspector/Sergeant will aim to call back
within 20 minutes. Initial information regarding potential/identified risks, needs
and reasons for police assistance being required will be shared.

If a more in-depth triage meeting is felt necessary the MHO / assessing doctor
making initial contact with police, will co-ordinate the meeting, inviting relevant
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partners including sector psychiatrist, ideally this would be at least a day prior
to an emergency detention.

Focus of the discussion will be on how to effect entry to the individual's home
address, relevant prior offending history and potential risks, the role of each
organisation and arrangements for transport to hospital as safely as possible.
Police will only transport an individual in exceptional circumstances and other
means should routinely be organised by the detaining doctor.

Detention paperwork may be conveyed to the Duty Manager at the receiving
Hospital: by the MHO or via SAS or Police who are attending the patient.

Situation B Patient detainable and danger to self and are actively refusing to
assessment or transport.

Those who have assessed the patient as needing detention have a duty of care
to the patient in this situation and should it be safe to do so, must stay with
patient. This could be either the MHO or detaining doctor, in some
circumstances both practitioners may be required to stay to ensure safety of
all. If there is any risk of violence to the practitioners or relatives, the
Doctor/MHO should get to a place of safety and call 999.

If the MHO / Doctor and ambulance are unable to persuade the patient to get
into the ambulance, police can be contacted on 101 to discuss involvement
and facilitation of transport of the patient to hospital. If police do not believe
their involvement is appropriate or advise the necessity of a warrant, the
involvement of sector psychiatrist and mental health officer in the procurement
of warrants may be the most appropriate route.

Informing Receiving Hospital(s) Coordinating Charge Nurses

Doctor to inform Coordinating Charge Nurse of receiving hospital of detention
and be advised by them of the admitting ward. Ambulance staff can convey
detention forms and referral letter to hospital with the patient.

Transport

Detaining Doctor should arrange. Mode of transport should be informed by
triage discussion and / or risk assessment.

Patient transport can be requested through the Flow Centre: 0300 0134 000. If
time frame is greater than one hour, then a one hour ambulance is requested
but whether this happens will be dependent on ambulance availability. A
Private Ambulance may be the most appropriate option — Flow Centre will
coordinate this if a possibility.

Contract taxis could be used to facilitate admission where risk assessed as
safe to do so but a Clinician or MHO would need to travel with the patient to
the receiving hospital.

Detaining doctor should speak with IHTT (East and Mid Lothian), ACAST (West
Lothian) or Coordinating Charge Nurse at REH or other hospital base to
discuss arrangements for nurse escort where required. It may be appropriate
for the REH minibus vehicle to be used to convey patient to hospital with escort.

156




Appendix 11: Nurses’ Holding Powers (MHCTSA, 2003) —
updated 2015

Nurse’s power to detain a patient pending a medical examination (section 299)

1 Section 299 of the Act empowers certain nurses to detain an informal patient who
is in hospital receiving treatment for a mental disorder but that treatment is not
being given by virtue of the Act or the 1995 Criminal Procedures (Scotland) Act.
There is only one exception to this general rule: that is where the patient is subject
to a community payback order with a requirement for treatment for a mental
condition in terms of section 227A(1) of the 1995 Act. In hospital means within
hospital premises, including general hospital wards, accident and emergency
departments and clinics held on hospital premises.

2 Regulations under The Mental Health (Class of Nurse) (Scotland) Regulations
2005 provide that the nurse must be registered in Sub-Part 1 of the Nursing and
Midwifery Order 2001 and their field of practice in Mental Health or Learning
Disabilities nursing.

3 The patient can be detained by the nurse for a period of up to three hours (‘the
holding period’) for the purpose of enabling arrangements to be made for a
medical examination of the patient to be carried out. Best practice is that the
medical practitioner should arrive as soon as practicable and that the detention
period is as short as possible. As short a detention period as possible will best
reflect the principles in Section 1 of the Act, in particular the principle of minimum
restriction on the freedom of the patient that is necessary in the circumstances.

4 The nurse’s holding power should not be used consecutively. If the nurse’s
holding period of three hours has elapsed without a medical practitioner attending,
it would not be best practice to immediately re-detain the patient under Section
299 of the Act.

5 A patient may only be detained by a nurse where it is not practicable to secure the
immediate medical examination of the patient by a medical practitioner and if the
nurse believes that it is likely that the following conditions are met:

e That the patient has a mental disorder

e That it is necessary for the protection of the health, safety or welfare of the
patient or for the protection of the safety of any other person for the patient
to be immediately prevented from leaving the hospital.

e That it is necessary to carry out a medical examination of the patient to
determine whether an emergency or short-term detention certificate should
be granted.

6 Before deciding whether or not to exercise this power, a nurse should weigh up
the likely arrival time of a medical practitioner against the likely intention of the

157



patient to leave. Many patients who express a wish to leave hospital will, after
discussion, agree to wait until a medical practitioner arrives to discuss the options
further. The nurse should also assess the likely consequences of the patient
leaving hospital immediately, taking into account factors such as, for example, the
harm that might occur to the patient or others, any recently received messages
from relatives or friends, any recent disturbances on the ward, or any relevant
involvement of other patients.

The nurse should also take into account the principles of the Act, including
considering what action will be of maximum benefit to the patient, what will be the
least restrictive action on the patient's freedom as is necessary in the
circumstances, and the views of the patient and any carer. While encouragement
to remain as an informal patient is often appropriate, the nurse should be careful
that the degree of pressure on the patient does not amount to coercion or ‘de facto
detention’. This would occur if the patient feels that they are being told that they
cannot leave, or the threat of detention is being used coercively. In such a
situation, the use of the holding power would better protect the patient’s rights,
providing a legal basis for the detention, a time limit and a proper record.

7 Where a nurse does exercise the power, he/she should attempt to communicate
to the patient as clearly as the situation will allow what is happening and the
implications for them of the power. This may include that the purpose of the use
of the power is to allow a doctor to attend and conduct an examination, how long
the patient is likely to be detained under the power; the reasons for using it in the
patient’s individual circumstance, and how the use of the power protects the
patient’s rights.

8 The nurse who has exercised the holding power must take all reasonable steps to
inform an MHO of the patient’s detention as soon as practicable after the holding
period begins. Although there would undoubtedly be value in the patient being
assessed by an MHO with previous involvement in the patient’s case history,
priority should be given to securing an MHO assessment as quickly as possible.
Hospital managers and local authorities should work closely together to ensure
that nurses have the contact information for the duty MHO service readily to hand
both during the day and out of hours. Informing an MHO as soon as practicable
after the power beginning is of maximum benefit to the patient because of the
importance of the MHO role in a detention certificate.

9 Although it would be best practice for the patient’s existing RMO or another
approved medical practitioner to carry out the medical examination, this may not
always be possible. A pragmatic approach should therefore be adopted,
particularly where the patient requires immediate medical attention. Should a more
junior doctor carry out the medical examination, then the detention options, if
detention is required, will necessarily be limited to the issuing of an emergency
detention certificate.

10 The detention under Section 299 ends when one of the following occurs:
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12

e The medical examination has been carried out within three hours and the
patient is further detained under a short term or emergency detention certificate.

e The medical examination has been carried out within three hours and the
patient either remains in hospital on a voluntary basis or chooses to leave
hospital.

¢ The medical examination has not been carried out within three hours.

It is not necessary for the nurse to complete a written record before the patient is
detained. The nurse who exercised the holding power must make a written record
of the following facts as soon as practicable after the holding period begins:

e The fact that the patient has been detained

e The time at which the holding period began

e The nurse’s reasons for believing it likely that the conditions of detention (see
section 299(3)(a) to (c) of the Act as set out in paragraph 67 above) have been
met.

e |t would also be best practice for the nurse to set out why it was considered
that the use of the power was necessary for the protection of either the patient
or any other person in the form and why the use of the holding power was
necessary in that circumstance

(There is no form prescribed in regulations for this purpose but a pro forma
(NUR1) is available on the Scottish Government’s website and it is
recommended that this is used)
Nurse%27s+Power+To+Detain+Pending+Medical+Examination+-+NUR1+-
+v7.0+12%C2%A0Jul%C2%A02017.pdf (www.gov.scot)

The nurse must ensure that this written record (form NUR1) is given to the
managers of the hospital (via the Mental Health Act Administration Office, REH),
in which the patient is held as soon as practicable after the record has been made.
However, the nurse may authorise another person to carry out this task. It would
also be best practice for the nurse to make this record available to the relevant
MHO. The managers of the hospital must send a copy of this record to the
Commission within 14 days of their receiving it.

The Nurse’s Holding Power can only be exercised by nurses registered in mental
health (or learning disability) nursing however all health care practitioners have a
duty of care. This means other classes of nurses can lawfully use their ‘common
law’ duty of care if it is necessary to prevent a person from leaving hospital if it
appears immediately necessary in order to prevent a person from coming to harm
or to protect others (Mental Welfare Commission, 2011).
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Appendix 12: Transportation Plan

Mental Health Assessment has Criteria for consideration
been carried gut in risk assessment:
«  Previous history
» \iolence
4 N *  Medication
Carry out single / joint NHS / Police risk s Legalstatus
assessment (see Appendix B for decision
making model
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T
— / . T
o - I ""x. -_"-——_____
o / ———
& L4 Tk T
Risk of absconding or Risk of absconding or Risk of absconding or Emergency: when the
violence identified as: violence identified as: violence identified as: patient is acutely
LOW RISK MEDIUM RISK HIGH RISK unwell or has had
7 7 e emergency sedation
v ;"r o I| I
/ A /
/ / / . Y,
/ |
/ v v
f e g ™
Unescorted Escorted stable but ( N o acutel
. . Routine Emergency Immediate v
atient patient i
B medical i Police threat to unwell
transfer transport assistance police Call
attendance life a
[non- ired- attendance. 03333
i.e. family medicall required: Call 993
= Call 03333 call 999 for 990 111
or nurse 3AS 990 102 call 101 : for
. o for Palice — for Palice — ambulance
escortin Patient far ) . ) ambulance
identify as Identify as - identify
own car Transpert ambulance —identity
Servical ' i Clinician Clinician as Clinician
call- ~ identify and nature and nature and ILT call® = .
. as of rick of risk Clinician
0300123 Clinician?
1236
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Time given for pick up, may be guicker than call an ambulance
21, 2, 3 or 4 hour response will be agreed
33 minute response, blue lights / sirens

“Repsponse is next available ambulance blue lights / sirens
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e w

For patients who do not need immediate
intervention but require transport within
1, 2 or 4 hours to provide a level of care not
available in the current facility.

™ Ring 0345 602 3999

What you must provide: You will be asked:
+ Contact Telephone number *  What is the reason for the
Pickup/Drop Off Location admissionfiransfer?

Patient Condition/ + Does the patient need any
Working Diagnosis equipment? ECG monitoring,

carmy chair etc?

Does the patient require any
medication? Oxygen, pain
relief, fluids etc

* An approximate patient weight

For a scheduled patient transfer request
or for a patient requiring repatriation
from any geographical region.

Y Ring 0300 123 1236

What you must provide:
* Pickup/Drop Off Location
+ An approximate patient height/weight
Patient mobility?
* Any equipment required for transfer?
= DNACPR Status?

If you require to cancel this booking please call 0800 389 1333

@ Scoilish Ambulance Senvice 2020
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Where transfer is required for immediate

(time critical) intervention or for patients

who urgently require a level of care not
available in the current facility

O Ring 0333 3990111

Examples of specific pathways which
may require immediate transfer:
Obstetrics emergency Major Trauma
Life-threatening haemorrhage fransfer  (Local Emergency Hospital or Trauma
Diagnosed AAA Unit — Major Trauma Centre transfer)

Diagnosed STEMI for PCI Hyperacute Stroke
We will then ask some questions around
patient location, destination and weight.

Remote and rural immediate transfer requests
Inter-hospital transfer requests from remote and rural locations will be
handled by the Specialist Services Desk to ensure that patients receive
an appropriate escort and transport platform.

If you are calling from one of the following locations:

+ Shetland + Wick + Skye + Millport
= Orkney » Inverness » Fort William - Arran
= Westemn isles -+ Elgin « Argyll & Bute - Sfranraer

and require an immediate Mow transfer, please call:

0 ScotSTAR Emergency Line 03333 990 222

0 Seoilish Ambulance Senvice 2020
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GUIDANCE

PLEASE EXPLORE PATIENT’S OWN TRANSPORT OPTIONS FIRST

Volunteer Driver

Patients who need no assistance. Can mobilise independently with/without
walking aids. Must be aged 16 or over.

Flow Centre vehicle

e NHS bus and driver with CSW. Both are trained in manual handling, BLS
etc

e 02 (4 litres) is available if requested at booking and must be pre-
prescribed before the patient is picked up

¢ Wheelchair transfers are available (Please note that total weight, including
chair, cannot exceed 25.5 stones for bariatric transfer and 22 stones for
standard transfer)

e Can assist with the patient transfer to and from a chair and up stairs but
will not 'lift' patient

e Ramp access for up to 4 steps (must be requested at the time of booking)

PTS (SAS Patient Transport)

e Basic Life Support training and O2 availability AED (maximum 8 litres) on
board

e Single patient journey available

e Access to radio to request assistance in case of emergency

e Will look to risk assess any scoop or stretchers with stairs that may not be

able to fulfil on the day requests

Medical Ambulance

e Ambulance Technician Crew

e Full emergency ambulance with the same capability as emergency crew
but cannot intubate, cannulate or give IV drugs.

Emergency Ambulance

e A crew of 2 Paramedics or 1 Paramedic and 1 Technician.

e Full emergency capability, including intubation, cannulation, IV
management and drugs

Private Ambulance (arranged via Flow Centre)

e Basic Life Support training and O2 availability AED (maximum 8 litres) on
board

e Single patient journey available

e Out of area journeys available

e Escort required (Escort may be able to be provided by Private
Ambulance)
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> Palliative ambulance
A crew of 2 with specialist training in palliative care

Suitable for adults and children
Stretcher/wheelchair or seated
Mon-Friday — 9am—-5pm

» Out of Area ambulance
Basic Life Support training and O2 availability. AED on board

Crew of 2

Pre-planned with a minimum of 48-hours notice and requesting the first
date required. Out-of-Area requests are sometimes cancelled so, if
transport becomes available, the patient may be offered transport at short

notice.

QUESTIONS THAT WILL BE ASKED WHEN BOOKING PATIENT TRANSPORT:

Name

Hospital, Ward

DOB

DNAR status

Medical History

Mobility — independent/requires
assistance of 1/assistance of 2/
wheelchair dependent/two-person
chair (carry)/Stretcher

Walking aids

Weight

Covid/respiratory concerns
Address, postcode

NOK contact

Access: how many steps to front
door

Stairs in house

Key availability/key safe

Oxygen required

Discharge date

Preferred discharge

morning/afternoon
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Appendix 13: Use of Taxis

In accordance with NHS Lothian Taxi Policy (2023), section 5.3.4 only under
exceptional circumstances should a taxi be booked to transport a patient into a
hospital site from their home address.

Isthe patient likely to deteriorate or SAS Medical crew
required monitoring/clinical Urgent 03333 990 154
intervention or require over 8 litres of
oxygen while travelling?

SAS Medical crew
1-4 hour transfer
@ting balance: \\
Can the patient sit up in bed?

Does the patient have sittingbalance? resssscccaas -p| Isthe patient able to sit on the
commode?
Isthe patient able to sit on a chair
a\ttl*e side of the bed? ‘/
Doe; the patient SAS Patient Transport Service
require to be
carried up more Call Flow Centre 03000 13 4000
than 4 steps? option 1 then option 1

Flow Centre vehicle

Call Flow Centre 03000 13 4000
option 1 then option 1
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Taxi Booking Procedure

Before a taxi is ordered, the person requesting the taxi must have obtained authorisation from the
approved authorising manager.

To minimise costs, staff authorising the taxi booking must ensure that the criteria described in
section 5. Where the request does not adhere to the stated criteria, the Flow Centre staff will either
book an alternative mode of transport or sign post the caller to an alternative. Further guidance is
available in the Flow Centre’s current Guidance for Transport Requirements [hyperlink to be added]

The Flow Centre may organise taxis to be shared where possible. Someaone booking a non-urgent
journey may be asked to delay or advance their journey by a reasonable time so that they may be
able to share a taxi.

All taxi requests must be made via the Flow Centre on 03000 134 000 24 hours per day.

When a taxi is requested, the following information must be supplied:

Full name and contact number of the person making the booking

Name of the department/ward and hospital making the booking

Cost Centre Number

Full name of the person for whom the taxi is ordered, and reason for booking e.g.
specimen collection

Date and time for pick up

Pick up location

Delivery Destination

Name of Authorising Manager

In addition, for the transport of patients:
— The patient’s full name and CHI number
Whether the patient is travelling with a DNAR form
The patient’s infection status
The patient’s mobility
The patient’s weight
Whether the patient is travelling with an escort
Taxi type required

A request will not be processed unless all the above information is available. In the event that the
information is not available and there would be a detriment to patient safety the booking can be
taken by the Flow Centre and costed against a generic cost code, where this can then be
investigated and passed on the appropriate management team.

Cancellation of a Taxi Booking

Should a taxi no longer be required, staff must ensure that the booking is cancelled through the
Flow Centre as soon as possible prior to the journey time. The Board will be charged by the taxi
company for wasted journeys.

Document owner: NHS Lothian Flow Centre, Review date: 01.09.2023
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Appendix 14: Police Scotland - Note on use of PAVA spray

POLICE

SCOTLAND

Keeping people safe

POLICE Scotland
WARNING RE USE OF PAVA SPRAY

This statement is to be read aloud to all officers at all briefings prior to
carrying out duties at sporting/similar events.

As you know, when PAVA spray is discharged, people nearby, other than the
aggressor, will become aware of its effects. This is what is known as cross-
contamination’.

Although cross-contamination in itself is not in any way dangerous to other
people, it will be unpleasant and they might try to move away from the affected
area. Where use of PAVA spray takes place in the presence of a group of
people, which may be a large group, you must be aware of the likelihood of
this group or large group, moving away quickly, possibly with thought only for
themselves. This may give rise to risk of injury to these people — even
although such injury is not directly produced by the spray itself. In extreme
circumstances the use of PAVA spray in such instances might produce a
feeling of panic.

The benefits in using PAVA spray must be weighed with possible
disadvantages of its deployment where cross-contamination may affect a
group or large group of persons.

The use of PAVA spray by you, in accordance with your training, will always be with
great care whilst on duty (at the stadium or at the event) and is to be used only as a
final response option if no reasonable alternative is available. You are reminded that
it is for you to justify use in connection with your response to officer and public
safety.’
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Appendix 15: Mental Health Act forms

The Scottish Government website has copies of the most up to date versions of
Mental Health Legislation forms:

Mental Health law: forms - gov.scot (www.gov.scot)

Emergency Detention Certificate

DET+1+v7.1.pdf (www.gov.scot)

Short Term Detention Certificate
DET+2+v7.1.pdf (www.gov.scot)

Form — NUR 1 Nurses Holding Power
Nurse%27s+Power+To+Detain+Pending+Medical+Examination+-+NUR1+-
+v7.0+12%C2%A0Jul%C2%A02017.pdf (www.gov.scot)
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https://www.gov.scot/binaries/content/documents/govscot/publications/form/2019/01/mental-health-law-forms/documents/emergency-and-short-term-detention-forms/short-term-detention-certificate-det2v7.0-12-jul-2017/short-term-detention-certificate-det2v7.0-12-jul-2017/govscot%3Adocument/DET%2B2%2Bv7.1.pdf

/E\ost Lothian

Integration Joint
Board

REPORT TO: East Lothian Integration Joint Board
MEETING DATE: 26 March 2026

BY: Chief Officer 6
SUBJECT:

Update on Unscheduled Care Monies

1 PURPOSE

1.1 This report updates the Integration Joint Board (1JB) on the investment by
Scottish Government into NHS Lothian to improve unscheduled care
(USC) performance in partnership with Lothian IJBs.

2 RECOMMENDATIONS
The IJB is asked to:
2.1 Note the NHS Lothian performance as a result of the Scottish Government

Investment, particularly in the Royal infirmary of Edinburgh (RIE).

2.2 Note East Lothian’s contribution to improved unscheduled care
performance through the delivery of a ‘Home First’ approach and the
associated activities described in the report.

2.3 Note the additional non-recurring and recurring investment to support
sustained improvement in unscheduled care performance.

3 BACKGROUND

Context and Development

3.1 The Unscheduled Care (USC) Framework is a core component of the
NHS Lothian-led Lothian Strategic Development Framework (LSDF)'.
Delivery and performance are overseen by the whole-system USC
Programme Board, chaired by Fiona Wilson, Chief Officer for East
Lothian.

3.2 In 2025, NHS Lothian received £14.5 million from the Scottish
Government to support improvements in Unscheduled Care performance

T Lothian Health and Care System (LHSC) comprises of NHS Lothian, the four Lothian 1JBs and four
Lothian Local Authorities (East Lothian, Edinburgh City, Midlothian, and West Lothian)
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at the Royal Infirmary of Edinburgh (RIE). A report was presented to East
Lothian IJB in December 2024 outlining the Lothian-wide activity and the
proposed approach for delivery in East Lothian.

3.3 Partners agreed that USC improvement plans would focus on:

Expediting the roll out of Discharge without Delay (DwD?) including
adoption of Planned Date of Discharge (PDD) with a focus on reducing
length of stay.

Improving the experience for those presenting to the Emergency
Department with mental health conditions.

Transforming the services available through the Rapid Assessment
Care Unit.

Transforming models of care across the LHCS for frail citizens
requiring medical and social care support.

Strengthening the Flow Navigation Centre and those services it
interfaces with.

Enabling a shift in the balance of care, particularly around
assessment and provision of rehabilitation support, from acute
hospital settings to the patients’ homes.

Strengthening Health and Social Care Partnerships’ (HSCPs’)
capacity to provide patients with care at home to meet current
demand.

Strengthening Primary Care's capacity to provide enhanced care for
frail citizens, reducing reliance on hospital bed-based care

3.4 East Lothian’s approach to supporting the implementation of the USC
improvement plan focuses on the delivery of a ‘Home First’ approach with
the following associated service development and delivery:

Establishing a Single Point of Access (SPOA) to ensure timely
access to the East Lothian multi-disciplinary team.

Creation of additional capacity within Discharge to Assess (D2A)
and Enhanced Discharge to Assess to support safe, timely
discharge and assessment at home.

Increasing capacity within Adult Social Work to facilitate earlier
assessment and decision making.

Increasing care at home capacity to reduce waits for packages of
care.

East Lothian 2025-26 Activity Update

3.5 East Lothian’s activity to support the wider USC improvement plan during
2025/26 has focused on the development and delivery of a ‘Home First’

2 Discharge without Delay : best practice discussion paper | Turas | Learn
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3.6

approach; a reduction on waits for packages of care; and improved
patient assessment and support. Key developments have included:

Single Point of Access (SPOA) — a hospital-facing SPOA became
operational in spring 2025, replacing multiple access routes with a
single, streamlined point of contact. A community-facing SPOA
pathway was subsequently introduced in December 2025. Together,
these pathways provide professionals with direct access to services
and support a multi-disciplinary approach focused on early intervention
and the prevention of avoidable hospital admissions.

Discharge to Assess (D2A) — we have delivered growth in both the
standard D2A service and the enhanced service. These services
support early discharge by enabling rehabilitation to be delivered in a
person’s home as opposed to hospital. Increased confidence and
wider acceptance of D2A pathways have driven higher demand, and
additional investment may now be required to ensure this demand can
be effectively managed.

Social Work — recruitment of additional posts to support earlier
decision making in relation to patients’ hospital pathway, with social
work colleagues working closely with the East Lothian Inreach Team
and Ward staff.

Care at Home — additional posts have been recruited, increasing the
capacity of the internal Hospital at Home service. Additional hours have
also been purchased from external providers, contributing to an overall
increase in the total care-at-home hours delivered.

Performance — East Lothian HSCP

Analysis of East Lothian data in relation to current performance shows
the following:

Steady improvement across a range of related indicators over the last
year.

Bed occupancy in acute has averaged between 79% and 82%
(Scottish Government target is 85% or below). East Lothian’s target is
112 beds.

Delayed discharges have sat below 10% (meeting the target set).

Improvements in relation to delays for those waiting for transfer to
downstream beds in East Lothian Community Hospital (ELCH),
including a reduction in number and length of delays.

An improvement in length of stay across both acute and community
beds, resulting in greater patient flow.

An increase in the number of hours of care delivered by the Hospital
to Home (H2H) service.

An increase in the number of unscheduled care patients receiving
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East Lothian Rehabilitation Service (ELRS) clinical interventions via
the Discharge to Assess and Enhanced Discharge to Assess service.

e A reduction in delays for care at home, social work assessment and
care home places.

¢ Anincrease in people going home from hospital with care than directly
to care home placements.

3.7 Recruitment to additional posts proved to be challenging in the early
stages of delivery, and the protracted timescales from advertising to the
point where new staff were in place hindered progress with planned
implementation.

3.8 Meeting the 112-bed occupancy target set for East Lothian has continued
to be challenging. This is in part due to the target requiring a more
significant reduction for East Lothian than required for other HSCPs
(based on the previous year’s performance).

Performance - Lothian System Wide

3.9 Analysis of the impact of the USC improvement work across the Lothian
system to date demonstrates the following:

e Improvements against the RIE A&E 4-hour target® from 48% to 73%
(January — July 2025), resulting in reductions in 8- and 12-hour
breaches. However, maintaining consistency in meeting the 4-hour
standard has proven challenging, with some deterioration from July
2025.

¢ Increased bed capacity through HSCPs reducing delayed discharges
and overall bed occupancy rates. Midlothian and Edinburgh showed
initial improvements ahead of East Lothian as they were able to
operationalise plans more rapidly. However, East Lothian is now
meeting targets as described above.

¢ An improvement in most system indicators, including:

Length of Stay for delays reduced by 9%

Length of Stay for non-delayed patients reduced by 18%
New delays added per day reduced by 12%

Occupied Bed Days for delays reduced by 38%

Overall Occupied Bed Days reduced by 8%

¢ An increase in new in-patients continues to be a pressure point, with
an increase of 8% in new inpatients per day.

3.10 A number of factors have affected delivery at a Lothian-wide level. These

3 NHS Scotland’s Emergency Access Standard states that 95% of people attending Accident and
Emergency Departments should be admitted, discharged, or transferred within 4 hours of arrive.
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3.11

7.1

8.1

include the sudden loss of 60 care home beds in Edinburgh, which
significantly reduced step-down capacity for patients who are ready to
leave hospital. Workforce shortages within the Respiratory Acute Care
Unit (RACU) have further constrained system capacity, reducing the unit’s
operational capability by 40%. In addition, the system has experienced
higher A&E attendances compared to the previous year, with the
underlying drivers for this increase not yet fully understood.

Work has focused both on back door and front door processes and is now
being extended to include the Western General and St John’s Hospital
within the improvement plan, recognising that sustained system
improvement requires an approach spanning all acute hospital sites.

ENGAGEMENT

Engagement of stakeholders is facilitated through partners meetings at a
senior level, and operationally via daily flow and care at home huddles. A
Short Life Working Group continues to meet weekly to oversee progress
across the Lothian system. Bi-monthly meetings also take place with the
Scottish Government.

POLICY IMPLICATIONS

Delivery of unscheduled care improvement activity reflects the 1JB’s
strategic objectives laid out in its Strategic Plan for 2025-30.

INTEGRATED IMPACT ASSESSMENT

No Integrated Impact Assessments (lIAs) have been completed to date
for this work, as the majority of activity has focused on extending existing
service provision that had previously been impact-assessed. However, an
[IA is planned for the Single Point of Access, as this development
represents a more significant change to service delivery. Completing an
[IA at this stage will provide valuable insight to inform ongoing
development, as well as ensuring that no adverse equality impacts arise.

DIRECTIONS

East Lothian IJB approved the issuing of a Direction in December 2024
in relation to the planned East Lothian unscheduled care improvement
activity.

RESOURCE IMPLICATIONS
Financial

Of the £14.5 million of Scottish Government funding agreed to support
the Lothian wide USC improvement work in 2025/26, £2,614k was
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8.2

8.3

8.4

8.5

allocated for the delivery of the East Lothian activity described above. It
is anticipated that the same level of funding will be available in 2026/27.

Over the past year East Lothian has benefited from additional non-
recurring funding from local and national slippage totaling £819k. This has
been focused on sustaining care at home demand in the commissioned
providers and discharge to assess demand. There has been additional
recurring money of £100k associated with the creation of additional
capacity in hospital at home which is being directed into a hospital at
home specialty doctor.

In total, East Lothian |JB received £3,553k of funding in 2025/26 to
directly support USC activity. Any unspent funding will be carried forward
by the IJB as Earmarked Reserves to be utilised in 2026/27.

Other — None.

Personnel — East Lothian’s allocation will support an additional 53.8 WTE
staff across a number of teams.

BACKGROUND PAPERS
Planned Improvements to Unscheduled Care — East Lothian [JB,

December 2024.

AUTHORS’ NAME Fiona Wilson

DESIGNATION Chief Officer, East Lothian |JB

CONTACT INFO Fiona.wilson@nhs.scot

DATE

17/03/2026
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East Lothian

Integration Joint
Board

REPORT TO: East Lothian Integration Joint Board

MEETING DATE: 26 March 2026

BY: Chief Finance Officer 7

SUBJECT: 2026/27 Funding Offers to East Lothian |JB

1 PURPOSE

1.1 This paper sets out the funding offers from East Lothian Council and
NHS Lothian to East Lothian IJB for 2026/27.

2 RECOMMENDATIONS
The IJB is asked to:

2.1 Accept the East Lothian Council funding offer for 2026/27

2.2  Note the indicative funding offer from NHS Lothian and its principles, and
that a final offer will follow in due course.

3 BACKGROUND

3.1 Each year East Lothian Council and NHS Lothian provide the IJB with a
funding offer letter, which sets out the funding they have agreed to
allocate to the IJB for the coming financial year.

3.2 These funding offers form the 1JB’s budget for the coming year, enable
the IUB to plan for the delivery of the health and social care services
delegated to it, and support the delivery of the IJB Strategic Plan.

3.3 There is a requirement to assess these funding offers and the
assumptions and risks relating to them to provide the IJB with financial
assurance that they reflect Scottish Government (SG) guidance and are
fair.

East Lothian Council Funding Offer 2026/27
3.4 The East Lothian Council budget for 2026/27 was approved on 24

February 2026. It contained a formal funding offer to the 1JB. The details
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3.5

3.6

3.7

3.8

of the funding offer are set out in the table below, and a copy of the letter
is provided at Appendix 1.

East Lothian Council - 2026/27 IJB Funding Offer

Notes £m
2025-26 Adult Wellbeing Budget 81.530
Additional Investment - pay 1 0.755
Additional Investment 3 0.350
TOTAL - Opening Baseline 82635
New National Investment
Real Living Wage uplift 2 1.884
Free Nursing and Personal Care uplift 2 0.186
Scottish Government additional pay uplift 1 0.119
Share of additional £20m for Social Care 2 (TBC)
TOTAL - New National Investment 2189
2026-27 Total JB Financial Resource  84.824

The following notes provide further explanation of the key elements of
the funding offer.

Note 1: The Council have provided funding for the planned 3% pay
award for staff and a further allocation from the Scottish Government has
been passed on to cover the additional 0.5% uplift subsequently agreed.

Note 2: These balances represent the funding provided by Scottish
Government for the impact of policy decisions (e.g. Real Living Wage).
The Council has followed Scottish Government guidance and passed
these balances through to the I1JB in full.

Note 3: East Lothian Council have recognised the ongoing financial
pressures the I1JB is facing as a result of continuing demographic and
inflationary growth and have allocated an additional £0.350m towards
these pressures.

Overall the funding offer is fair and it passes on all funding received from
the SG and due to the IJB. It therefore provides a good level of financial
assurance to the IJB.

NHS Lothian Funding Offer 2026/27

The final NHS Lothian Financial Plan for 2026/27 will be presented to its
Board on 22 April for sign off. Following that process, we will receive a
final offer letter.

They have however provided the 1JB with an indicative offer letter which
is presented at Appendix 2 and summarised below.
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3.9

3.10

3.11

4.1
4.2

5.1
5.2

NHS Lothian Indicative Funding Offer 2026/28
East
Lothian
Status Allocation Notes IJB
£m
Delegated  Core 1 92.225
Delegated  Hosted 17.518
Set Aside 22.702
Indicative Recurring Funding 132.445

Note 1: The Core offer includes £14.677m of GMS services funding
which, whilst non-recurring in nature, is assumed to be a recurring
allocation each year.

The indicative funding offer letter does not include the 2% uplift
announced by the SG in their budget setting process in January 2026.
The letter does however confirm that NHS Lothian will pass this funding
onto the IJB in our final settlement.

The final funding offer from NHS Lothian will be presented to the 1JB
when received.

ENGAGEMENT
The 1B makes its papers and reports available publicly.

The issues in this report have been discussed with the 1JB’s partners
and will require wider engagement.

POLICY IMPLICATIONS
There are no new policies arising from this paper.

The recommendations in this report implement national legislation and
regulations on the establishment of 1JB.

INTEGRATED IMPACT ASSESSMENT

The subject of this report does not affect the wellbeing of the community
or have a significant impact on equality, the environment or economy.
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7 DIRECTIONS

7.1 There is are implications for Directions at this stage

8 RESOURCE IMPLICATIONS

8.1  Financial — There are no immediate resource implications from this
report. Any resource implications from then outcome of the process will
be highlighted in a future report if required

8.2  Personnel — none.

8.3  Other — none.

9 BACKGROUND PAPERS

9.1 None.

Appendices:

Appendix 1 — [JB Offer Letter from East Lothian Council

Appendix 2 — Indicative |JB Offer Letter from NHS Lothian

AUTHOR’S NAME | Mike Porteous

DESIGNATION Chief Finance Officer

CONTACT INFO Mike.porteous@nhslothian.scot.nhs.uk

DATE March 26
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Appendix 1

24 February 2026

Mike Porteous
Chief Finance Officer
East Lothian Integrated Joint Board

Dear Mike,

Financial resource proposal from East Lothian Council to East Lothian
Integration Joint Board — 2026-27

This letter sets out the level of financial resources that will be delegated by the Council
to the I1JB in 2026-27 and is aligned to the Council budget to be approved on 24
February 2026.

2026-27 Financial Resource Proposal

The budget proposal to the |JB has been set in the context of the total resources
available to the Council during 2026-27. The financial environment remains
challenging, and the Council continues to balance a growing range of cumulative risks
and financial pressures, including managing increased demand arising from a growing
population. | am also aware that many of these cost pressures are equally being faced
by the IJB. The resource proposal agreed by the Council for 2026-27 has been set in
the context of managing these collective challenges faced by both organisations.

The 2026-27 resource proposal includes:

- Total additional funding of £3.294 million (4%) which is in addition to the 2025-26
baseline budget. This funding offer includes:

o £2.189 million provided within the national funding settlement to support a
range of national policy commitments, including £0.119m funding to
support the 2026-27 pay award.

o £1.105 million additional funding provided by the Council including:

= £755,000 to support the full cost aligned to the approved 2026-27
pay uplift.

= £350,000 to support inflationary and demographic pressures as well
as funding to support the 2025-26 recurring baseline pressure.

- Taking these factors into consideration the financial resource that would be made

available to the I1JB for 2026-27 is now £84.824 million. The breakdown of this
funding is set out in more detail within the table below.
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2026-27 Financial Resource offer to IJB

2025-26 Adult Wellbeing Budget £81.530m
ELC Additional Investment - pay £0.755m
ELC Additional Investment £0.350m
TOTAL - Opening Baseline £82.635m

New National Investment

GRG - funding changes £2.070m
GRG - pay award funding £0.119m
Share of additional £20m for Social Care (TBC) -

TOTAL - New National Investment £2.189m
2025-26 Total IUB Financial Resource £84.824m

As you know, the national Scottish Government budget is not expected to be formally
approved until the end of February 2026, and as such the figures will remain in draft
until this is finalised. In addition, an additional £20m of funding has been announced
for Social Care, any share due to East Lothian will be updated when available.

The budget offer to the IJB sits alongside wider support including capital investment
provided by the Council. This includes analogue to digital rollout and for telecare and
the delivery of the new core and cluster units at Fa’'side, comprising 13 specialist
homes that have enabled adults with learning disabilities to return to East Lothian from
external placements. These wider commitments reflect the Council’s dedication to
integrated service delivery and improved outcomes for East Lothian residents.

It is expected that the 1JB will develop sustainable and deliverable financial plans for
2026-27, and that the Council delegated functions will operate within the total available
resources made available. Should any pressures arise during 2026-27, aligned to the
Scheme of Integration, it is expected that appropriate recovery action is taken by the
IJB to bring financial plans back into financial balance, and details of emerging
financial risks should be reported to be as early as possible.

Following the 1JB 2026-27 budget considerations, it is requested that the Director of
Health and Social Care Partnership bring back a full and detailed report to the next
appropriate Council meeting setting out the outcome of the IJB budget and
implications for Council delegated services. This will also include details around how
the planned additional investment will be used.

| remain acutely aware that there remain significant and on-going financial and
demand pressures facing East Lothian IJB to support the delivery of its delegated
functions, and much of these pressures are also being experienced nationally. | can
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assure you that the Council will continue to actively promote and support these
national discussions as to how these collective challenges can be addressed. This
will also include continuing discussions around the cumulative financial impact arising
from a growing population.

The Council has a significant budget gap to address in the coming years. It remains
crucially important that the 1JB continues to develop robust and deliverable medium
term financial plans, that can meet the full extent of the projected budget gap including
that arising from Council delegated functions. This | appreciate will not be easy, and
it is vitally important that we continue to work in partnership through the IJB and
funding partners to meet these shared challenges. Discussions around the
development of further savings options for Council will continue to be explored and as
always, the holistic impact of these decisions and shared outcomes will be an
important consideration for all partners.

| look forward to continuing with these discussions during 2026-27 and beyond.

Yours sincerely

Sarah Fortune
Depute Chief Executive Resources and Economy (Chief Financial Officer)
East Lothian Council

Cc: Laurence Rockey — Chief Executive, ELC
Fiona Wilson — Chief Officer East Lothian 1JB
David Hood — Head of Operations East Lothian
Andrew Cogan — Chair East Lothian I1JB
Shamin Akhtar — Vice Chair East Lothian 1JB
Ellie Dunnet — Head of Finance
David Henderson — Service Manager, Service Accounting
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Appendix 2

Lothian NHS Board , , _ N H S
Finance Director’s Office
NHS Lothian .

Mainpoint

102 West Port

Edinburgh Lotian
EH3 9DN

Date 5 March 2026

Enquiries to Craig Marriott
Email craig.marriott@nhs.scot

Dear Mike,
EAST LOTHIAN 1JB — INDICATIVE BUDGET FOR 2026/27

Further to NHS Lothian’s Finance and Resources (F&R) Committee on February 11, |
write to update you on the position relating to East Lothian |JB budget position for 2026/27.

We continue to update our financial plan, and will look to take a final iteration of the Plan
through our F&R Committee on the 25" of March, with final sign off at our Board meeting
on the 22" April. The figures shared with you at this stage are therefore indicative until
the final plan has been agreed.

Further to the Scottish Government Budget announcement on 13" January 2026, 2% uplift
for Health Boards in 2026/27 was set out. We will look to pass through to each 1JB, based
on budget shares, the baseline uplift settlement we receive.

Currently the recurring budget resource for East Lothian IJB is £132m before the 2%
2026/27 uplift is applied. This budget figure does include GMS budgets which although
are non recurring in nature are assumed at this stage as part of the budget offer to be
consistent with previous years. This figure does not include GMS uplift, nor does it include
other allocations received non-recurrently from the Scottish Government. Table 1 shows
the breakdown.

Table 1 - East Lothian IJB Delegated Budget

East

Lothian
Status Allocation IJB

£'000
Delegated Core 77,548
Hosted 17,518
Set Aside 22,702
Recurring Budget 117,768
GMS 14,677
Total 132,445

(based on recurrent budgets as at Feb’26, with budgets subject to change as SG Allocations are received)

Headquarters
Mainpoint

102 West Port
Edinburgh EH3 9DN

Wearea
. ore o o et
. m disabili CARER POSITIVE Ltvmg Chair Profeseor John COnnagha.n CBF
. ‘ QOur Valqes BG conﬂde% : : Emploger in Scotland Wage Chief Executive Professor Caroline Hiscox
‘ . Into Action LEADER Employer Lothian NHS Board is the common

name of Lothian Health Board
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NHS
—=

Lothian

The final review of the NHS Lothian Financial Plan will conclude shortly, and a further
update on 2026/27 delegated budgets will be provided to you at this time.

As previously highlighted, | am keen to understand from East Lothian [JB how its
Directions will shape the delivery of financial recovery savings in 2026/27 and the
application of resources in support of financial balance.

| would be happy to have further discussion with your IJB in advance of the final

confirmation on the application of health resources in 2026/27, and we are keen to work
together to ensure ongoing support to achieve an overall balanced health position.

Yours sincerely

CRAIG MARRIOTT
Director of Finance
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Appendix 1 — East Lothian IJB Financial Plan
(Based on Plan taken to February F&R Committee)

East
Lothian IUB

26/27

£m

Baseline Pressures (1.4)
Pay Award @ 3% (2.6)
Projected Growth, Uplift & Commitments (3.2)
Total Growth, Uplift & Commitments (5.8)
Total Projected Gap (7.2)
Pay Award Uplift 2.6
Non Pay Uplift 0.9
Additional Resource 3.5
Gap before Financial Recovery Plans (3.7)
Financial Recovery Plans 2.6

Total Financial Outlook Gap

(1.1)
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East Lothian

Integration Joint
Board

REPORT TO: East Lothian Integration Joint Board

MEETING DATE: 26 March 2026

BY: Chief Finance Officer

SUBJECT: 2026/27 Budget Setting 8

1 PURPOSE

1.1 This paper presents the budget setting process and the proposal to set
a balanced budget for 2026/27.

2 RECOMMENDATIONS
The IJB is asked to

2.1  Agree a balanced budget on the basis of the approach laid out in 3.12

2.2 Approve the Efficiency schemes set out in Table 2 and detailed in
Appendix 1.

2.3  Note the updated Medium Term Financial Projections and the scale of
the financial challenge they present for the IJB over the coming years.

3 BACKGROUND

3.1 The Q3 financial report forecast an overspend of £1.793m for the year
to 31 March 2026. The month 10 update indicated a similar forecast
position. The main areas of overspend relate to Prescribing and Set
Aside services, and NHS Lothian has provided assurance that they
expect to break even and in doing so will support the IJB to deliver a
break even position for 2025/26.

3.2 The 2025/26 financial position highlights the challenges facing the IJB in
managing growing pressures and delivering a sizeable savings
programme.

3.3 A number of developments sessions have been held throughout the

financial year, with the most recent session highlighting the projected
financial position presented in the updated Medium Term Financial Plan,
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3.4

3.5

3.6

3.7

3.8

and setting out the approach we are taking to address the challenges
the financial landscape presents.

We continue to work with our partners to update their respective financial
plans and reflect the impact of existing and projected pressures and
funding proposals on the 1JB’s financial position for 2026/27.

2026/27 Budget Setting

The outputs from the partners’ financial planning processes are
summarised below in Table 1.

Table 1
2026/27 Budget Setting
Health Council Total UB
Recurring Pressures £m £m £m
Baseline Pressures (1.430) 0.000 (1.430)
Growth and Other Commitments (2.308) (3.020) (5.328)
Pay and Price Projected Increases (2.916) (0.874) (3.790)

Total Pressures and Commitments (6.654) (3.894) (10.548)

Recurring Uplifts

Pay 2.605 0.874 3.479
Policy 0.000 2.070 2.070
Growth and Pressures 0.906 0.350 1.256
Total Recurring Resources 3.511 3.294 6.805
IProjected Gap (3.143) (0.600) (3.743)

The initial projected gap for the IJB for 2026/27 is £3.743m. The figures
above include:

e Full funding for pay awards for both Council and Health employed
staff

e The pass through of funding for the uplift in the Real Living Wage
and in Free Nursing and Personal Care.

e The pass through of 2% non-pay uplift on Health budgets

e An additional £0.350m of funding for growth and inflationary
pressures within Council delegated services.

A number of underlying pressures are expected to continue into 2026/27,
notably within Prescribing in Health delegated services and within Adult
Social Care in Council delegated services, where high levels of demand
continue to impact on service delivery.

A range of efficiency schemes have been identified across the
partnership to address the projected gap. These schemes have been
categorised as:
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3.9

3.10

3.11

3.12

3.13

Grip & Control — schemes resulting from financial and operational
management reviews of the way funds are utilised.

Invest to Save — schemes that require initial investment but are
projected to deliver higher savings over time.

Service Redesign — relates to the reprovision of the neuro rehab
service to East Lothian Community Hospital and the redesign of
the Lothian Out of Hours service.

Table 2 below summarised the impact of these schemes on the
projected financial gap. A number of Grip & Control schemes have been
identified within Hosted and Set Aside services, and these are included
in the Health figures below.

Table 2
2026/27 Efficiencies Identified Health Council Total IUB
£m £m £m
Projected gap (3.143) (0.600) (3.743)
Grip & Control 2.028 0.598 2.625
Invest to Save 0.218 0.002 0.220
Service Redesign 0.193 0.193
Total Confirmed Efficiencies 2439  0.600 3.038
Additional efficiencies 0.705 0.705
Remaining Gap 0.000 0.000 (0.000)

The projected gap in the Council delegated services is fully funded by a
number of robust efficiency schemes totalling £0.600m.

There remains a gap of £0.705m on the Health delegated functions,
which sits entirely within Set Aside services. It is recognised that
addressing the Set Aside pressures requires collaborative approach to
working across all four Lothian IJBs and Acute services within NHS
Lothian.

As in previous years, East Lothian IJB has worked closely with NHS
Lothian regarding the management of the Health delegated budgets
financial position. On that basis, where NHS Lothian is able to deliver a
balanced financial outturn in 2026/27, they will support the 1JB’s Health
delegated budgets to also get to financial balance. This approach is
dependent on NHS Lothian being able to deliver break even and
discussions will continue throughout the year to ensure the position is
managed collaboratively.

The combination of efficiencies identified, and the shared ambition and
collaborative working highlighted in 3.12, will enable the IJB to set a
balanced budget for 2026/27.
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3.14

3.15

3.16

3.17

3.18

3.19

3.20

Risks and Mitigation

The budget setting process highlights a number of general and specific
risks which are set out below, together with mitigations where identified.

Efficiency Schemes

There is a risk that the efficiency schemes identified in Table 2 are not
approved. The Core schemes have been discussed and presented at
IJB development days. They are robust in their workings and are
considered to be medium or low risk of not delivering. The practice of
including a regular update on the delivery of efficiency schemes within
the 1JB finance report will continue and a forecast will be presented on a
quarterly basis to highlight the need for recovery plans should a material
shortfall be identified.

Financial Risks

Agenda for Change (AfC) Reform — The NHS Lothian financial plan still
assumes that all new funding received for AfC non-pay reform is
matched by associated costs in 2026/27. Whilst assuming that there will
be no financial pressure, indication suggests a financial risk associated
with AfC Reform — particularly in relation to the Reduction in the Working
Week and the Band 5 to 6 Nursing review — and this is documented in
their Risk Register.

Prescribing

Prescribing spend remains variable and the introduction of the weight
management drugs may add some pressure to the financial position.
East Lothian has several efficiency schemes in place to mitigate the
continued increase in spend, and the development of a specialist
pathway for the weight management drugs will ensure their introduction
is managed in a phased way.

Operational Risks

Demographic Growth — the East Lothian population continues to
increase, as does the >65 cohort within that. This puts increased
pressure on our services. The continual review and development of our
community-based services seeks to ensure services adapt to the
changing needs of the population.

Resources

There is a risk that we do not have enough physical and financial
resources to meet the growing demand for our services. The focus on
prevention and early intervention initiatives will seek to mitigate the
impact on future demand.

Strategic Risk

There is an ongoing risk that efficiency schemes put forward by our
partners across Lothian impact on the delivery of our Strategic aims.
Strong collaborative working and early communication will ensure that
issues are identified at the earliest opportunity.
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3.21

3.22

3.23

4.1
4.2

These risks will be continually monitored and reviewed as part of the
regular financial updates reported to the 1JB. Where further action is
identified, or recovery plans are required, this will be highlighted.

Medium Term Financial Plan

The IJB’s Medium Term Financial Plan has been updated to reflect the
content of the approved Council financial plan and the latest version of
NHS Lothian’s financial plan. A high-level summary of the projected
cumulative position for 2026/27 to 2030/31 is set out on Table 3 below.

Table 3

[JB Medium Term Financial Projections 2-26/27 to 2030/31

2026/27 2027/028 2028/29 2029/30 2030/31
£m £m £m £m £m

Health (4.182) (7.486) (11.082) (15.021)

Council (2.038) (3.909) (5.328) (6.909)

Total 0.000 (6.220) (11.395) (16.410) (21.930)

Figures assume break even in 2026/27

These projections are based on NHS and Local Authority assumptions
and estimates.

The above projections set out the current financial landscape before any
efficiencies are identified and before any local assumptions are made
around funding. To close the year-on-year financial gap, significant
transformational change and service redesign is required. Work is
underway to produce firm proposals which can be evaluated and
presented for review. Future |JB development sessions will incorporate
updates on progress with this work and will highlight the benefits and
risks identified.

ENGAGEMENT
The 1B makes its papers and reports available publicly.

The issues in this report have been discussed with the 1JB’s partners.

POLICY IMPLICATIONS

There are no new policies arising from this paper.
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8.1
8.2
8.3

INTEGRATED IMPACT ASSESSMENT

The Efficiency schemes are going through the IIA process and the
outcomes will be communicated when complete.

DIRECTIONS

The IJB is unable to issue directions until the 2026/27 budgets have
been agreed.

Agreement to these proposals may impact on the current directions and
may require new directions to be issued.

RESOURCE IMPLICATIONS
Financial — these are discussed above.
Personnel — none.

Other — none.

BACKGROUND PAPERS

None.

APPENDIX 1: IJB Efficiency Schemes 2026/27

AUTHOR’S NAME | Mike Porteous

DESIGNATION Chief Finance Officer

CONTACT INFO Mike.porteous@nhslothian.scot.nhs.uk

DATE March 26
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APPENDIX 1

2026/27 Efficiencies

Core
Core
Core
Core
Core
Core
Core
Core
Core
Hosted
Hosted
Hosted
Hosted
Hosted
Hosted
Hosted

Supplementary Staffing
Medical Supplies
Prescribing

Workforce Review
Commissioning

Transport

Income Maximisation
AHP Review

Service Review

Mental Health Supplementary Staffing
Neuro Rehab Redesign
Service Redesign

Service Level Agreements
PC Workforce

Transport

PCCO

Set Aside AHP Review

Set Aside Sustainable Prescribing
Set Aside Contract Review

Set Aside Workforce Review

Total

Grip &
Control
£m

350
90
973
70
130
59
127
100
112
155

144
76
10
29
36
97
36
31

Invest to Service

Save
£m

119
99

(11)

13

Redesign
£m

147
46

2,625

221

193
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